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Let us assume that the patient before us presents the following 
hearing-test record: greatly diminished perception for both high 
and low tones of the tuning-fork series in both ears; conversation 
and whisper-voice heard only at short range; a 60-inch watch 
heard at one inch from the meatus; add to this a high-pitched tin- 
nitus, paracusis Willisii and occasional vertigo and you have a 
clinical picture of definite oto-sclerosis. This patient asks your 
final advice as.to-his condition and depends on your dictum for the 
further disposition of his case. In all sincerity you must admit 
your impotency to help him further by any method of otologic 
treatment known to you. It is unfortunate that in such a case we 
are compelled to confess to the patient that we can offer him no 
further aid, that we have reached the limit of our scientific pos- 
sibilities and that his defective hearing is destined to remain a 
permanent handicap to his well-being. 

There is one hopeful outlook, however, which seems to be de- 
veloping as a scientific evolution and which the otologic world is 
destined to recognize as a practical solution of this problem and 
that is the form of special education known as lip-reading, or, in 
its broader appellation, speech-reading. 

Lip-reading is not a recently developed aid to the deaf, nor is it 
a new system of special education. There are authentic records that 


systematic instruction in this art has been attempted in Europe as 


early as the 16th century. Dr. John Bulwer, in 1648, refers to 
“that subtle art which may inable one with an observant eie to 
see what any man speaks by the moving of his lips.” In America, 
John Braidwood instructed in lip-reading, in Virginia, in 1812. In 
1841, Dr. Schwartz, of Dresden, published the first work in Ger- 
many relative to lip-reading, a small volume entitled “Lip-reading 
as a Substitute for Hearing and as a Means to Compensate as far 
as Possible, the Deaf for the Loss of the Sense of Hearing.” The 
evolution of lip-reading as a systematic training arranged on scien- 
tific and phonetic principles, is of more recent origin and in its 
present stage of development offers to the deaf and the partially 
deaf, opportunities for social intercourse which may largely com- 
pensate for the impairment or loss of such an important sense- 
organ as the ear. 


There are two classes of the deaf to whom this course of special 
training is applicable ; the first comprises all types of the congenital 
deaf who have never heard the sound of the human voice and the 
large group of cases in which total deafness has developed before 
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the eighth year or where the acquisition of speech and language 
has been forgotten. 

In the development of our system of education for this class 
both in institutional work and in private training there has been 
an interesting evolution. The sign-language, the manual alphabet, 
the oral method, the system of visible speech and finally lip-reading 
have developed step by step until to-day there is a consensus of 
opinion among teachers of the deaf that the most practical system 
of education for this class is that of the oral method and articula- 
tion, together with proficiency in lip-reading. 

Our present question, however, concerns itself more especially 
with that large class of the incurable deaf who have lost the faculty 
of hearing later than the tenth or twelfth year of life. After this 
age the faculty of speech is so definitely developed that even though 
the individual becomes totally deaf, he never completely loses this 
practical form of expression of thought. 

There is a vast difference in the acquisition and perfection of the 
science of lip-reading by the congenital deaf pupil on the one hand 
and that of the pupil with acquired deafness on the other; the for- 
mer class must be instructed not only in lip-reading, but also in tone 
production and articulation. If such active workers as Hartmann 
and Gutzmann in Germany, Love in Britain, Escat in France, Bell 
and Wright in America, have been able to demonstrate by prac- 
tical results the splendid possibilities of the articulation and lip- 
reading system in the congenitally deaf pupil, where there are in- 
numerable obstacles to overcome in the long years of training, 
how vastly greater are the possibilities to the incurable deaf who 
possess fluent speech and whom a short period of training may 
easily make proficient lip-readers. 

We have passed the experimental period in the consideration of 
this valuable system of instruction and to-day we must consider 
the length of time of study, the place to acquire this special train- 
ing, and the exercise of patience, industry and application on the 
part of both pupil and teacher. 

The difficulties of acquiring a practical working-knowledge of 
lip-reading have been very much over-estimated by those unfamil- 
iar with this field and the good intentions of many a prospective 
student have thus been discouraged. They have been told that the 
time of training ‘is interminable and that the actual results are 
scarcely commensurate with the time, energy and money expended. 

Practical experience has proved these hypercriticisms to be fal- 
lacies, and the results, especially in the adult deaf, have been uni- 
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formly satisfactory and in many instances brilliant. On one oc- 
casion | conversed for several hours with a young lady visitor, and 
was not aware, experienced otologist and careful observer though 
I am, that she was profoundly deaf, had mastered speech-reading 
in less than two years and was equally familiar with German, 
French and English. 

The time to begin such a course of instruction is now. Age is 
no handicap to the acquirement of proficiency in lip-reading if good 
ight, a fair degre: of intelligence and an ordinary vocabulary of 
spoken language are the assets of the pupil; I have known pupils 
of fifty to show as satisfactory progress as pupils of twenty. 

As careful observers in the practice of otology, it is well known 
to you all that every individual with even moderate impairment of 
hearing unconsciously watches the lips of the speaker to assist him 
in the conveyance of a thought-expression which reaches the ea: 
more or less imperfectly, but which is intensified in its central in- 
terpretation by the aid of the eye. The ear has been so commoniy 
regarded as the only sensory organ through which speech may be 
conveyed to the brain that few realize that the same result, difficult 
as it may seem, may be reached by another sensory organ—the eye. 
Just as the sense of touch may be hyper-developed as an acces- 
sory sensory organ to the blind to express recorded thought, so 
may the eye be trained as a valuable substitute to the ear to in- 
terpret the spoken word. 

Scattered throughout this broad land you will find a trained 
teacher here and there whose period of practical service in this field 
qualifies him to assist in this grand cause. It is an interesting ob- 
servation, however, that no concerted action has, as yet. been at- 
tempted whereby the enormous class of the partial deaf and incur. 
able deaf may be offered the practical advantages of systematic 
training in lip-reading; it seems to me that our own profession 
has not yet realized to its fullest extent the enormous possibilities 
of the systematic teaching of lip-reading. 

The importance to the otologist, as well as to the incurable deaf 
patient of a knowledge of the art of lip-reading or speech-reading 
certainly requires no discussion. To the partial or incurable deaf 
the acquisition of lip-reading is a manifold blessing; it releases him 
from the constant handicap of his aural infirmity; it relieves the 
constant nervous strain and embarrassment of isolation from the 
rest of his fellows; it restores his social status and his means of 


communication with his fellow-men. To the otologist it offers a 


consolation for his inability and impotency to cope with certain 
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i the peace of mind and to instil new hope in his deaf patient 


Before we are in a position, however, to advise our patient 


take up this practical training we must ourselves be more familiz 
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study and has the far-reaching possibilities claimed f 


Grant that every otologist has in his clientele a large number 


patients partially or totally deaf, the result of suppurative, catarr 


al or sclerotic aural processes, and that the limit of practic: 


ment has been reached; this is the group of cases of every cliente 


whom you should advise to take up the systematic study of 


reading. The first question put to you as advisor will be: “Whe 


: may I obtain such instruction?’ Our national otological bi 


are not all centered around the metropolitan cities of the 


many of our fellows 
where such schools and teachers are scarce or unknown. Our 
need, therefore, is a sufficient number of experienced teachers 
essary to supply the great demand of concerted action in this 


work. To complete my pay 





schools and private instructors where such training is offered 


intelligent, active, patient, observant 





themselves as teachers in this noble cause. 
In ‘discussing this question with a number of lip-reading « 
of long experience, | have drawn the conclusion that 
{ years of careful training and constant practice with a large \ 
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the intelligent teaching of this useful art. Let each otolk 
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our organization, therefore, select from his own community 


intelligent young men or women, who, in his judgment, may 


ers of lip-reading and 
take up this work. 
The patient on receiving your advice to take up lip-reading 
ask several pertinent questions :— How long 1s the required 
of study? How often will instruction be given? Where can 
instruction be obtained? What will be the expense? 
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tice; such proficiency, however, depends on the patience and ap- 
plication of the pupil rather than on the number of lessons after 
the principles have been mastered. A pupil of average intelligence 
and alertness may master the principles of lip-reading in from five 
to six months, taking two hour-lessons each week; add to this one 
year of daily practice for accuracy and speed, and the time of pupil- 
service is completed; in short, a term of from one to two years is 
required to develop practical independence and experience to qual- 
ify the lip-reader to readily carry on an accurate, fluent conversa- 
tion. 

Lip-reading is not only a pedagogical, but essentially also a 
psychological problem; mind-training is as important a factor in 
the production of the proficient speech-reader as is the accurate 
mechanical training of the eye to read the lips. The training of 
the pupil to analyze the various movements of speech as produced 
by the lips is but one factor in the systematic education that de- 
velops the expert speech-reader. The language of facial expres- 
sion, the external physiology of speech, the many positions of the 
lower jaw, the temperamental differences of speakers, the psy- 
chology of language-intelligence, the sequence of expressed thought 
all are units necessary to the upbuilding of a perfect mastery of 
speech-reading. 

There are many words which appear alike to the eye of the 
speech-reader, as for instance, those beginning with the labial con- 
sonants p, b, m, and the linguals ¢t. d. n. and words whose conso- 
nants are practically invisible as end, hen, head, and those whose 
vowels are difficult of analysis, as hate, eight, aid,—letters and 
words which could not be differentiated by the eye alone unless 
brought into association with the other words of a phrase or sen- 
tence and the facial physiology which accompanies the expressed 
thought. 

The speech-reader sees more than the form of the lips, the posi- 
tion of the tongue and the size and shape of the aperture of the 
mouth ; he depends much on the expression of the eye, the contrac- 
tion or elevation of the brow, the movements of the head, the ges- 
tures of the hand and body and all other elements that may be 
used to express spoken thoughts. The pantomime of language is 
as vital to the speech-reader as is the formation of the lips. 

In a recent experiment, Gutzmann, in his work, “Facial Speech- 
Reading,” cites some remarkable instances of faultless speech- 


reading among his pupils solely from pantomime and facial expres- 
sion, even when the mouth of the speaker was hidden. 
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If we proceed with this analysis further, it would involve us in 
a discussion of the various methods of training in this field, a sub- 
ject which is foreign to the present paper; it is simply my desire 
to point out to the uninitiated the many phases of this problem and 
the dignified position to which such special training may rise. 

What a fertile field and wonderful opportunity for good work, 
meriting the active and moral support of every otologist and the 
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energetic, patient and skillful direction of every specially qualified 
teacher ! 

Our esteemed confrere, Dr. James Kerr Love, of Giasgow, has 
opened another avenue in which the mastery of lip-reading may 
find appreciative recognition—an avenue of public education and 
charity. During my visit to Glasgow last season, Dr. Love pointed 
out to me some of the practical opportunities possible to instruc- 
tion in lip-reading as an aid to public education. He has organized 
classes for the poor where such instruction is systematically im- 


parted at nominal fees for the course; he has interested the Board 








VALUE OF LIP-READING. 


626 GOLDSTEIN : PRACTICAL 
of Education of the city of Glasgow and already the results of 
this good work are being manifested.. The accompanying card is 
self-explanatory. This plan is worthy of emulation in every me- 
tropolitan city of our great commonwealth. 


This is, 1 think, the first attempt that has been made to interest 


the American otologists as a body, in this special form of educa- 
tion, and J appeal to every Fellow, not only for his good will and 
moral support, but for active co-operation in an endeavor to plan < 
general movement which may have for its purpose the education 
of the public to the value of lip-reading as a system of instruction 
to assist those partially or totally deaf to a more independent social 
fellow-men. 
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ACUTE AND CHRONIC INFLAMMATION OF THE MAXILLARY 
SINUS.—ITS RECOGNITION AND TREATMENT.* 


BY THOMAS CHEW WORTHINGTON, M. D., BALTIMORE, 


Acute inflammation of the maxillary sinus when uncomplicated 
is most frequently seen as the result of influenza and is quickly re- 
lievable by attention to the acute rhinitis, or when necessary by the 
puncture and irrigation of the sinus through the inferior meatus. 

Chronic maxillary sinusitis may be caused by a neglected or un- 
recognized acute inflammation of the sinus. It may begin as a 
chronic inflammation when it is caused by drainage into the sinus 
from diseased conditions in the ethmoidal or other cells, as most 
frequently happens. It may result from pneumonia, typhoid fever 
and other acute infectious diseases. Finally, it may be of dental 
origin. 

It is important to remember the fact that while the anterior eth- 
moidal cells drain through the infundibulum into the middle mea- 
tus, the posterior ethmoidal cells empty into the superior meatus and - 
reach the lower nasal cavity through the olfactory cleft. This 
distribution of the ethmoidal drainage explains why diseased con- 
ditions in both the maxillary and sphenoidal sinuses so frequently 
follow inflammatory changes in the ethmoidal labyrinth. 

Inflammation of the maxillary sinus may produce a purulent, 
sero-purulent or a very thin, cleat mucous discharge, the latter va- 
riety being easily overlooked. The character of the exudate is not 
necessarily the same in appearance as that of the ethmoidal secretion 
which has caused the trouble. Thus a thick purulent discharge from 
the maxillary sinus may follow a simple non-puru!ent ethmoiditis, or 
the conditions may be reversed and a purulent ethmoiditis may re- 
sult in a clear mucous discharge from the maxillary sinus, or again, 
there may be no perceptible discharge until the sinus is opened, 
when there may or may not be visible a clear thin fluid, while the 
sinus may contain much granulation or polypoid tissue, or it may be 
denuded of its lining membrane. 

This may be accounted for by the interference with drainage and 
with the entrance of air into the sinus because of inflammatory 
changes within the infundibulum, obstructing or closing the ostium 

*Read before the Meeting of the Southern Section of the American 


Laryngological, Rhinological and Otological Society, Lynchburg, Virginia, 
January 21, 1911. 
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maxillare, and this may make the difference between the character 
of the exudate mentioned and a true empyematous condition. 

These explanatory statements are necessary in order to empha- 
size the well-known order of operative procedure. 

The operation for the cure of chronic inflammation of the maxil 
lary sinus, if accompanied by disease of other sinuses, should be- 
gin with the radical treatment of the diseased ethmoidal, frontal 
or sphenoidal sinuses and at the same time the removal of sufficient 
of the maxillary sinus wall, below the inferior turbinate to insure 
complete and permanent drainage and aeration of the sinus. Should 
the inflammation be of dental origin, whether from a diseased mo- 
lar or an embryonic tooth within the sinus (and this is easily dem- 
onstrated by the X-ray), the removal of the offending tooth by the 
easiest method and an opening left in the naso-antral wall will in 
sure a perfect and permanent cure. 

Symptoms ofr Acute INFLAMMATION: The presence or absence 
of symptoms of acute or chronic inflammation of the maxillary 
sinus depends upon the patency of the ostium maxillare as well 
as upon its location in the infundibulum and its relation to the middle 
turbinate. 

| have seen very few cases of truly acute maxillary sinusitis; for 
most of those cases which appeared to be acute were found on care 
fu! study to be but acute exacerbations of chronic inflammatory 
conditions. I may add that I have seldom felt perfectly sure of my 
diagnosis until verified by the opening of the sinus. 

In acute coryza affecting the sinus there may be nothing dis- 
tinctive in the relation between the middle turbinate, the nasal sep- 
tum and outer wall, or the general swelling of the parts may almost 
cover the middle turbinate and squeeze it tightly against the in- 
fundibulum. ‘With the swelling already within the cavity this may 
partially or completely close the normal opening (or openings) in 
the sinus wall. 

The pain will be in proportion to the hyperemia and the lessening 
of the air-pressure within the sinus: it will depend more upon 
these conditions than on the volume of fluid contained. 

When the air becomes rarified and the mucous lining of the cavity 
hyperemic and edematous, the consequent irritation to the nerve 
fibers in this membrane and particularly to the superior maxillary 
branch of the trifacial nerve as it passes through the infra-orbita! 
canal, may become so great that the pain may radiate from the seat 
of trouble to the orbit, or follow the entire course of the nerve. It 
mav even invade the region of its fellow of the opposite side. I am 
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convinced that many cases of chronic neuralgia of the trifacial 
never originate in unrecognized disease of the maxillary sinus. Of 
the subjective symptoms of acute inflammation of the maxillary 
sirus, pain and sometimes tenderness to pressure and photophobia 
are the most constant; the pain and tenderness may be over the 
canine fossa or malar region or in the teeth. 

The objective symptoms are intra-nasal discharge and lacrima- 
tion and sometimes swelling. The lacrimation as well as the photo- 
phobia are the result of irritation of the ophthalmic branch of the 
trifacial nerve and not of pressure within the sinus against the 
lacrimal canal, which is less than one-quarter of an inch in length 
within the sinus. 

[ntra-nasal discharge is much more likely to be of ethmoidal 
origin than coming from the maxillary sinus, but should this dis- 
charge be abundant and purulent, and especially if external swelling 
has occurred, the condition should be regarded as chronic and 
treated as such. 

The symptoms of chronic inflammation of the maxillary sinus 
may include those which have been mentioned under the head- 
ing symptoms of acute inflammation, but in many cases none may be 
observed. 

The discomfort arising from disease or obstruction in the other 
sinuses usually overshadows or masks the slight discomfort from 
chronic disease of this cavity. It should be mentioned that there 
is usually annoyance from the excessive discharge. If the dis- 
charge is purulent and the opening in the sinus wall normally 
placed (slightly posterior to the lower end of the hiatus semilu- 
naiis), the discharge will be seen making its way between the 
middle turbinate and the outer wall and flowing or crusting over 


the nasal cavity. 


a part of the inferior turbinate to the floor o 
Should the ostium maxillare be situated farther back than normal 
or more than one opening be present, the greater part of this dis- 
charge may be carried backward under the middle turbinate and 
be found in the choana of the affected side, on the palatal floor or 
pharyngeal wall, and further, unless expectorated. 

DiacNosis: It is needless to state that the diagnosis is easily 
made in those cases in which the subjective and objective symptoms 
above referred to are clearly shown. But since the greater number 
of cases of chronic maxillary sinus inflammation show few or no 
symptoms and there is no absolutely reliable method of making a 
positive diagnosis except through operation in such cases, we must 


depend upon the operative opening of the sinus. This holds good 
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equally for all cases of acute inflammation if the symptoms are not 
relieved by the usual treatment of the sinus 

Should there be a well established chronic disease of the other 
accessory sinuses, it is safe to presume that the mavzillary sinus has 
not escaped. I make this statement because in many instanc¢ 
where there was no indication of maxillary sinus disease, upon 
opening the sinus it was found to be filled with exudate of exactly 
the same character as that of the higher cells. In a number of 
cases in which I have omitted opening the maxillary sinus because 
of the absence of symptoms at the primary operation, I was obliged 
to perform a second operation, opening of the maxillary sinus, 
few weeks later, when the signs of disease of this sinus became 
manifest. Only in this way was I able to complete the cure. 

A differential diagnosis between disease of the maxillary sinus 
and a dentigerous cyst is not always easily made. A dentigerous 
cyst may excite chronic inflammation of the maxillary sinus, but 
it is much more likely to be mistaken for sinus disease than to be 
recognized as its cause, even after careful examination. A mistake 
which has occurred in the experience of the writer. 

TREATMENT: There is no treatment excepting the operative 
treatment in all chronic cases and in many acute cases. 

TREATMENT OF AcuTE INFLAMMATION: As above stated, these 
are usually relieved promptly by the common treatment directed 
towards the rhinitis, and many recover spontaneously. If the acute 
symptoms do not quickly disappear, the sinus must be opened and 
irrigated. If the exudate becomes purulent, the opening in the 
sinus wall should be enlarged sufficiently to insure drainage and 
ventilation. 

TREATMENT OF CHRONIC INFLAMMATION: The method for open- 
ing the maxillary sinus which I have found best is as follows: With 
a strong, sharp and abruptly curved curette (Figure 1) an opening 
is made in the sinus wall at the point of election which is about 
three-quarters of an inch beyond the anterior end of the inferior 
turbinate and directly under its attachment to the superior maxil 
larv bone. 

Should the inferior turbinate be obstructive, enough of this bone 
"= removed amterioriy to insure post-operative drainage and en- 
trance of air within the cavity. The wall of the maxillary sinus 
-s then cut away freely and posteriorly from the point of entrance 
into the sinus. This opening should include the space from the 
inferior turbinate above to the nasal floor below and extend to the 
posterior wall of the sinus or far enough backward to insure drain- 
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age either while in the recumbent posture or by the effort to clear 
the nasal cavity through the pharynx. This opening is easily made 
by the use of the large-size Freer-Gruenwald cutting-forceps. The 
sinus is then examined and cleared with Coakley’s curettes, irri- 
gated with warm normal saline solution and lightly packed with 
plain sterile gauze, which should be removed in twenty-four hours, 
to be followed by daily irrigation with very warm saline solution 
through a curved cannula (Figure 2). I shall emphasize here the 
necessity of thorough drainage and irrigation of the other nasal 
accessory sinuses and the futility of endeavoring to cure the maxil- 
lary sinus disease while pus is draining into it from above. If it 
becomes necessary to do a radical operation on the higher cells the 
maxillary sinus should be included in the operation unless the 
operator has very positive reason to believe that the maxillary sinus 
is not diseased, or will not become infected as a result of the opera- 
tion. 

I make this statement because in chronic multiple sinusitis the 
ethmoidal labyrinth becomes so disorganized and carious that a 
broken-down cell may drain directly into the sinus or the purulent 
contents of the frontal sinus and ethmoidal cells may pass down 
through the hiatus semilunaris and through the normally placed 
ostium maxillare into the maxillary sinus. Should the maxillary 
sinus have escaped this mode of infection, it is impossible in many 
cases to do a complete ethmoidal operation without invading the 
roof of the sinus because in the removal of the group of ethmoidal 
cells which are often situated just posterior to the lacrimal bone 
(and aid in forming the roof of the sinus) the sinus may receive 
a part of this purulent and carious discharge within the cavity. The 
entire operative field should receive the irrigation until the eth- 
moidal and other sinuses ceases to discharge. My experience shows 
that the maxillary sinus is soon well if the work on the higher cells 
has been thoroughly done. The difficulties of the intra-nasal method 
of opening the maxillary sinus are very few and comprise when 
necessary the removal of a part of the inferior turbinated body, 
and in finding the thin area in the sinus wall. Many individuals 
have not this area of thin bone or I have been unable to find it. 


1 have found it necessary to do the external operation in but few 
cases. The dangers of the maxillary sinus operation are also few 
and easily avoided. They are: (1) Puncturing the roof of the sinus 
which is the orbital floor. (2) Wounding the infra-orbital canal. 
(The instrument for perforation should be pointed outward and a 
“ttle downward in entering the sinus). (3) Cutting the posterior 
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external nasal artery which, when wounded, will require a tight 
tampon. This accident is only possible when the operation is about 
completed. 

The results of the operation are uniformly good. In the course 
of a few months the sinus is often completely filled with a smooth 
firm mass covered by healthy mucous membrane. In other cases 
the sinus only becomes shallow but equally smooth and healthy in 
appearance. 

A description of this operation has been given only in order to 
emphasize the importance of making a very large opening and es- 
tablishing it permanently ; it is not my intention to lay claim to any 
new operative procedure. The two instruments reproduced I have 
had made especially for this work. Figures 1-2. 

The curette has the advantage of the combination of a perforator 
and a sharp spoon with which the opening made can easily be en- 





Figure 1. 





Figure 2. 


larged sufficiently to irrigate or to complete the operation with other 
instruments. 

The curved cannula for irrigation has fenestrated openings close 
to the blunt, but open tip, and thus ensures perfect irrigation with- 
out damage from too high pressure of the fluid. 

A brief summary of the cases of which I have accurate records 
may prove of interest, though the conclusions of this paper are 
based upon a larger number than here collected. Of the 103 max- 
illary sinuses operated upon (70 individual cases), four were acute 
and 63 were chronic; two cases were unaccompanied by any other 
nasal disease and one was malignant disease of the sinus (sarcoma). 
In 68 there was disease of other sinuses, the ethmoidal cells being 
affected in 65 cases, the sphenoid in 28 and the frontal sinus in 51; 
two of these cases were complicated by dentigerous cysts. 

Symptoms: Sixty complained of headache or pain ; ten were with- 
out pain; 58 had a purulent discharge; 12 had a mucous or sero- 


mucous discharge. The maxillary sinus was opened at the time 
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of the first operation, and as a part of a radical intra-nasal operation 
in 54 cases. The operation was bilateral in 33 cases, the right side 
opened alone in 20 cases; the left in 17 cases. The maxillary sinus 
was not opened at the time of the first operation but later, either 
as a part of further operations upon the nose or as a separate opera- 
tion in 16 cases, the bilateral operation being done in 3, the 
right opened in 4, the left in g cases, making 19 sinuses. 


Finpincs: In 7 maxillary sinuses which were opened there were 


no evidences of disease; 42 contained pus; 31 pus and polyps; 6 


volyps alone: 12 sero-mucous or mucus, bone denuded in 4, but with 
vi re) t 

no visible exudate. 
Cases punctured and later opened 5; 


33 males and 37 females. 


The oldest patient in this series was 75 years. The youngest was 
almost 10 years. 
REPORT OF CASES. 

Case 1. The case I shall now report is one of acute inflammation 
of the maxillary sinus occurring during acute influenza. On De- 


cember 23, 1908, | was called to see Dr. R.. who gave the following 
history: 


\cute influenza for a week with the usual bodily pain and 
discomfort accompanying this disease. For two days past the pain, 
very severe over the right side of the head, about the eye and some- 


times in the right cheek. The cheek feels full and tight, as though 


the antrum were involved, no tenderness on pressure over canine 
fossa and no nasal discharge of moment. The intra-nasal examina- 
tion was negative. 

The diagnosis wa’ trifacial neuralgia, without enough evidence 
to be positive as to its origin from inflammation <¢ 


f the maxillary 
sinus. 


Che Doctor was in great pain and wanted me to puncture the 
sinus as he felt sure the trouble was there. 

[ was not at all sure and asked him to wait until the next day 
and advised aspirin and hyosciamus. 

On the next day, December 24, the Doctor said he had been per- 
fectly easy since taking the medicine and had no pain of any kind. 
December 25 he had an occasional neuralgia, but was fairly com- 
fortable. The pain over the right side of the head and about the 
eye began to grow worse on the afternoon of December 25. It 
steadily became more severe and he had passed a wretched night. 


the sinus again felt full as though under tension. Upon examination 


I found the intra-nasal conditions negative, excepting a very thir 


mucous in both nasal chambers. I then punctured and irrigated the 


sinus with immediate relief of all symptoms, and no recurrence. 


During irrigation a small quantity of clear mucous appeared, about 
one-half dram. 
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This case is very interesting because typical of the acute form 
of maxillary sinus disease and because the diagnosis was first maa 
by the patient, who alone could properly estimate the subjective 
symptoms within the sinus, and further that the small amount of 
exudate found was not in proportion to the feeling of tension and 
fullness within the sinus, but to disturbance of air-pressure and ir 
ritation of the infra-orbital nerve in its course across the roof of 
the maxillary sinus, which was quickly and permanently relieved by 
the first treatment. 

Case 2. On February 13, 1909, I was called to see Mr. H. Z.., 
aged 45 vears, with the following history: “For the past year or 
over have had headaches leaning more to the right side of the head, 
beating and soreness in top of head. I feel like rubbing the pain 
from across eyes. Nearly every morning | awaken with headaches, 
no particular nasal discharge, but hawk and spit in morning. Since 
last Sunday much pain and soreness over right cheek, but always 
feel like protecting right side of head and face. Head aches when 
lowered, and eyes feel weak and water when the pain comes on 
rise of temperature for probably last three weeks. Have taken 


aspirin every morning for nearly a vear. Second molar tooth ex- 


tracted last spring, the dentist said the root entered the antrum.” 


Intra-nasal examination showed a very small quantity of yellow 
mucous in the olfactory cleft and about the right middle turbinate 
The sinus was slightly sensitive to pressure 


The diagnosis was chronic inflammation « 


f the right maxillary 
sinus, with disease of other accessory sinuses of the same side. |] 
immediately punctured the sinus, with complete relief of pain. 
slightly discolored mucus appeared during irrigatioy. Te inner 
sinus wall felt puffed and thick. On February 18, for the purpose 
of establishing permanent drainage and to prevent further trouble 
with the maxillary sinus during a trip abroad which the patient was 
about to take, I removed a part of the sinus wall intra-nasall; 
There was only a small quantity of pus found within the sinus. 

This case is of interest because notwithstanding the presence of 
chronic ethmoiditis and pressure from a deflected septum, the fronto 
parietal neuralgia disappeared entirely upon opening the maxillary 
sinus. This points to relief of the nerve by the restoration of air 
pressure within the sinus more than to the small quantity of fluid 
withdrawn. 

The extraction of the tooth was entirely unnecessary, as the 
trouble was secondary to the ethmoidal disease and was not of dental 
origin. 
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Case 3. Having known this man froin his childhood and having 
him in my care from his first trouble, this report will be of especial 
interest. 

Mr. M. T., aged 31 years. History: In the early part of Decem- 
ber, 1903, he contracted epidemic influenza with the usual acute 
sinus symptoms peculiar to the epidemic form of this disease. As | 
remember, he made a good recovery, but about a month after, Jan- 
uary 26, 1904, he again consulted me and complained of a discharge 
from the right nostril and a slight pain in the right eye and root of 
the nose. Examination showed a scant purulent discharge coming 
from the infundibulum and from the olfactory cleft. Under local 
treatment and irrigation he was soon apparently well. In January, 
1905, he again consulted me for severe neuralgia about the right 
side of the head and face, especially about the upper jaw teeth. 
He said the right eye pains and waters—this condition had existed 
for a week. Examination: There was tenderness to touch of the 
skin over the right cheek, but no nasal discharge. The surface of 
the right side of the head and face was hyper-sensitive in areas 
following the course of the trifacial nerve. This condition was soon 
relieved, yet 


advised a radical operation as soon as he could have 
sufficient time at his disposal, but which he deferred because of the 
interference which would occur in his employment. On April 1, 
1905, he again consulted me with the following history: “Since the 
latter part of January severe pain in right upper jaw and in upper 
teeth, skin tender to the touch, the right side of nose has been 
dryer than usual, but for past two days a little moist. Within the 
hour have had three upper jaw teeth drawn. Much pain when I 
hold left side of nose closed and blow hard; also pain on holding 
head down.” 

Present condition: Small quantity of pus about middle turbinate. 
| punctured the maxillary sinus, and removed four and one-half 
drams, by measurement, of a clear straw-colored fluid, with imme 
diate relief. He had no pain while in my care, to April 18, 1905. 
On June 3 he complained of pain along the site of the extracted 
teeth, and again I opened the sinus, but found nothing. 

I lost sight of him, but on January 21, 1906, he again consulted 
me. The history as given by him is so descriptive that I will give 
it in his own words: ‘‘A discharge from the right side of the nose 
for about four weeks, a feeling of soreness and pressure with a 
sudden motion or cough, or for instance, stepping suddenly on a 
stone in the street there passes a sudden feeling of soreness through 


t 


the right cheek bone as if the tooth (indicating the first bicuspid) 


was full, a feeling of soreness in the right cheek bone.” 
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On January 22, 1906, at the Baltimore Eye, Ear and Throat Hos 
pital, I did a radical intra-nasal operation which comprised the re 
moval of the ethmoidal labyrinth, of the anterior sphenoidal wall, of 
the maxillary sinus wall below the inferior turbinate, and the open 
ing into the frontal sinus. The ethmoidal and sphenoidal sinuses 
were diseased. ‘The sphenoidal sinus ,was filled with muco-pus. 
The maxillary sinus contained a small quantity of pus and a few 


polyps; the frontal sinus gave no evidence of disease. His pain 
gradually disappeared. 

On February 22, 1906, he says: “There is an occasional neuralgia 
when an application is made within the maxillary sinus. There is 


no discharge from the nose,” and he thinks his nose is abou 


On May 4, 1906, he reported that he was practically free from 
pain. In January, 1909, he called again to see me to say that the 
pain had recurred, and that he was about to have the nerve divided 
for relief of the pain. 

Dr. Harvey Cushing on January 24, 1910, very kindly sent me 


his data on this case, from which I shall now read 


s 


impression that the case was not definitely one suitable to .he 
ganglion operation, but he was suffering intensely while here in 
the hospital,-and the peripheral operation had given him a slight 
measure of relief, so that it seemed wise to do this more radical 
procedure. I was not quite clear as to whether the sensory dis 
turbance might not have been brought about by a chronic inflamma 
tion of Meckel’s ganglion rather than the Gasserian ganglion. How 
ever, he did very well after the operation, and when | saw him six 
months later he had gained about 20 pounds in weight and seemed 
to be in good general condition.” 


From the records of the Johns Hopkins Hospital, also sent me 


by Dr. Cushing, I have taken the following: March 23, 1909. (Date 
of Admission). * * “A few weeks ago an infra-orbital oper 


I 
ation was performed by Dr. Pancoast without, however, giving an) 
marked relief to the discomfort. Patient was kept under observa 
tion from the time of his admission until April 3. During this 
period he complained greatly of pain, chietly in the territory of the 
submaxillary division in the lip, jaws, infra-orbital region, etc.: 
pain at times radiating in the territory of the first division above it. 
Some of the paroxysms seemed fairly typical of trigeminal, with 
twitching, closing of the eye, lacrimation, etc. However, movements 
of the mouth, chewing, talking, etc., do not precipitate these parox 
ysms, so that the case is one fairly typical of the usual trigeminal 
neuralgia. On April 3, 1909, the sensory root on the right side was 
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avulsed. The operation presented no complications. No bleeding. 
Wound closed without drainage. 


On December 25, 1910, | saw Mr. M. T. He complained of a 
burning, drawing pain, corresponding to the second and third divi- 
sions of the fifth nerve, with spasmodic twitching of the cheek and 
eye-lids. He said that though this was still severe it was nothing 
in comparison with the pain before Dr. Cushing's operation. 

This case is of great interest, (1), because the disease in the 
Gasserian or Meckel’s ganglion was clearly a consequence of the 
inflammatory changes within the maxillary and ethmoidal sinuses ; 
(2) because, if the radical intra-nasal operation could have been 
done earlier the patient might have been saved much suffering. 


Case 4. Miss L. F., aged 42. January 4, 1907—History: “Ca- 
tarrh in left side of nose for 15 years: have colds most all the time, 
especially in summer, more or less constant misery over left brow 
and through bridge of nose, between eyes, pressure about left side 
of nose and around eye above and below. More pain about 9 a. m., 
easing off from 3 to 4 p.m. Pus and stuff terrible which comes 
from nose and throat, discharge offensive for several days past. 
Left eve pains, now; seems back of eye-ball; lids always red, and 
eyes feel drawn and sensitive to light; look downward and frown a 
great deal.” 

Diagnosis; Chronic purulent multiple sinusitis of left side, with 
probable involvement of the maxillary sinus. 

January 4, 1907: Operation at Baltimore Eye, Ear and Throat 
Hospital—Removal of ethmoidal labyrinth, opening into frontal 
sinus through fronto-nasal duct, removal of anterior sphenoidal 
wall; also of the maxillary sinus wall through the inferior meatus 
Pus came in quantities from the frontal, ethmoidal and sphenoidal 
sinuses. The maxillary sinus was also full of pus; the walls were 
carious and rough. January g. patient says there is very little 
neuralgia, and that she feels much better about head. January 23, 
very little nasal discharge. June, 1907, complete recovery. 


This case is instructive in comparison with those preceding, be- 
cause: (1) There is no history of acute maxillary sinusitis even 
upon close inquiry; (2) although there is a history of fifteen years’ 
duration of nasal catarrh, there have been apparently no symptoms 
other than nasal discharge to call attention to the disease of the 
maxillary sinus, notwithstanding that the sinus was full of pus when 


opened. 
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CONCLUSIONS. 


termined with certainty until after the sinus has been opened. Trans 
illumination is very unreliable and radiography is often misleading 
as to conditions within the sinus. 


2. The absence of subjective symptoms in disease of the maxil 


lary sinus may be due to patulency of the opening or to their be 


¢ 


ing overshadowed by more intense symptoms arising in the other 


sintses. 
3. Many cases of tri-facial neuralgia (tic douloureux) are as 
sociuted with disease of the maxillary and other sinuses. The ex 


plan..tion may be found for many cases in the course of the second 


division of the fifth nerve, and the location of Meckel’s ganglion 


within the “danger zone” of sinus diseiise. 


4. In every case of suspected disease of the maxillary sinus the 
patient should receive the benefit of the doubt and the sinus siould 
be opened. There is more danger, present or remote, in non-intet 


ference than in any wperation for examination of the maxillary 
sinus or for the establishment of its permanent drainaze. 

5. When operating for serious or long-standing disease of the 
ethmoidal or other cells, the maxillary sinus should as a rule be 
opened during the primary operation. This will not only insure 
the completeness of the operation, but what is most important, it 
will prevent the possibility of infection of the operative field from 
a diseased maxillary sinus. 

6. In performing the maxillary sinus operation it is often un- 
necessary to remove any part of the inferior turbinated body. If it 
is large and obstructive, the patient will have suffered no loss by its 
removal and gains by the better aeration and the greater access! 
bility of the sinus during the after-treatment. 

7, If general surgical principles including thorough drainage are 


applied to the operative treatment of disease of the maxillary sinus 


and the after-treatment is carried out carefully and minutely both 
by operator and patient, a favorable result is assured. 

8. The successful treatment of maxillary sinus disease requires 
the eradication of purulent discharges of the neighboring accessory 
sinuses. These are often overlooked and to this error many failures 


are to be ascribed. 


1022 Madison Avenue. 








CHRONIC PURULENT MAXILLARY SINUSITIS OF DENTAL 
ORIGIN. SIX MONTHS DAILY WASHING THROUGH 
THE ALVEOLA WITHOUT RESULT. TWENTY- 
EIGHT WASHINGS THROUGH THE 
INFERIOR MEATUS. 


BY DR. C. J. KOENIG, PARIS, 


The title of this communication tells its import. A lady, 30 years 
old, was sent to me by a dentist with the diagnosis of left maxillary 
sinusitis. She informed me that the tooth which had caused the 
trouble had been extracted and that daily during six months, she 
had washed out her sinus through the alveola which communicated 
with it. She also stated that a flow of fetid pus came with every 
wash. 

I decided to allow the alveolar fistula to close and made an open- 
ing of about one centimeter in diameter through the inferior meatus 
at the point of election. The flushing out of the cavity eliminated 
an abundance of exceedingly fetid pus which gave a very cloudy 
appearance to the water. In about fifteen washes, the fetidity had 
disappeared, the water was becoming clearer and clearer at every 
wash and finally contained only mucus which was eliminated from 
the sinus in one mass surrounded by clear water. The neuralgic 
pains, from which the patient suffered, gradually diminished and 

at the twenty-eighth washing, the cure was complete. 

The interest of this case must be sought in the fact that it dem- 
onstrates, in a quasi experimental way, the superiority of the meth- 
od of washing out the sinus through the inferior meatus over that 
through the alveola which, it is true, is daily losing ground. The 
majority of specialists throughout the world have abandoned it 
Logan Turners and Lewist have concluded against it in favor of 
the former. 

Apparently the patient in this case could have continued indefi 
nitely to wash out her sinus through the alveola without ever ob- 
taining a cure. I was therefore led to believe that washing out 
her sinus through an opening in the inferior meatus would not 
give any better result and that I finally should have to resort te 
the operation of Caldwell-Luc. The result has proved the fallacy 
of that belief. 
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Now, why did the washing out through the alveola not give the 
result which was obtained by that through the inferior meatus? | 
believe the explanation must be sought in the fact that a washing 
out through the alveola is not a flushing out, and is quite in- 
sufficient; purulent masses are left to stagnate in the corners or 
prolongations of the sinus. Even with the flushing out through the 
inferior meatus, it happens frequently that the wash comes out 
absolutely clear. Now, if you stop the tlow, remove the tip of the 
siphon from the cannula, compress the nares and ask the patient to 
blow; muco-pus or pure pus will still be blown out through wie 
cannula. I have seen this happen time and again in many cases. 
So that I now make it my regular practice to frequently stop the 
wash and have the patient blow out through the cannula. I con- 
sider the wash complete only when no more muco-pus or cloudy 
water is blown out, and | think that I can go so far as to state 
that many more cases would be cured if this apparently little, but 
nevertheless, very important precaution were not neglected. 

I can also confirm the opinion of Furet* that a cure is near at 
hand when the water of the wash, instead of coming out cloudy, 
remains clear while one mass of muco-pus, or mucus, falls into it. 

Another possible reason for a- cure not being obtained by the 
alveolar method may be that there was a constant reinfection of the 
sinus by the microcial fora of the mouth, but I believe the first 
reason the better. 

This case, the treatment of which lasted from November 5 to 
December 24, 1910, 1. e., forty-nine days, twenty-eight washings 
having been made during that time, shows again*® that one must 
not be discouraged too soon, since the improvement began only at 
the fifteenth wash. 

Luc* claims that to continue the washing beyond six or eight 
sittings is to impose upon the patient a uselessly prolonged treat- 
ment with the necessity of finally having to resort to the radical 
operation which, performed sooner, would have given the desired 
result. I sincerely think six or eight washings insufficient and be- 
lieve it better to raise the number to twelve or fifteen. For how 
can we reasonably expect a result in a long-standing, chronic affec- 
tion, within six or eight washings? All specialists have had cases 
which recovered after two or three, or even after one washing, 
but they are truly exceptional. In the present case, after the opera- 
tion of Caldwell-Luc, the patient would anyhow have had to wash 
out Her sinus for some time, and I doubt that she would have been 
cured much quicker or better. 
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As to the danger mentioned by Luc of infecting secondarily the 
frontal sinus, I do not believe it possible if, before the wash, a 
spray of cocaine and adrenalin be sent into the middle meatus, or a 
tampon of cotton, dipped into the same mixture, be placed there 
for a few minutes. I always take this precaution, and I have failed 
to see in my practice a single case of secondary infection of the 
frontal sinus. 
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Objective Aural Tinnitus Associated with Hyperthyroidism. D. 
Yates. Jour. of Ophthalmology and Oto-Laryngology, Feb., 
IQOII. 

A woman of 30 years complained of an entotic tinnitus occurring 
suddenly in her right ear. Its sound was like the buzzing of a bee 
or the prejiminary scraping of the phonograph; it was synchronous 
with the pulse. It was heard by members of her family, and was 
heard by the observer, without the use of an ausculation tube, at a 
distance of three feet. Light compression of carotid artery behind 
angle of jaw stopped the noise ; bending the head to one side had the 
same effect. The ear was otherwise normal. Physically the pa- 


tient was robust and nervous; prominent eyes, slightly enlarged 


thyroid ; pulse 110 to 120. STEIN. 

















POST-OPERATIVE DOUBLE FRONTAL SINUSITIS. EXTEN- 
SIVE OSTEOMA OF FRONTAL AND NASAL BONES AND 
ORBITAL FOSSAE, WITH SUPERIMPOSED LIPOMA 
CAUSAL FACTOR, FRAMBOESIA (YAWS.)’ 


BY C. DOREMUS VAN VYAGENEN,. M. D.. N \\ YORK. 
Mrs. L., 49 years of age, Spanisn by birth though f many 
years a resident of Cuba There has been considerable difficulty in 
obtaining a clear history from the husband. Eleven years ag 


while resident for business reasons in Paris, France, was attacked 
by an affection, the salient features of which were the pres 
ence of pimples on the skin of the back, a falling out of the hai 
of the evebrows and to some extent of the head, and a tem 
porary loss of the nails of the fingers and toes. He denies any 
luetic infection of any kind or location prior to this manifestation 
He consulted some half a dozen physicians who disagreed as to the 


diagnosis; some stating that he had syphilis and as many holding a 


contrary view. Among the latter and most positive in his opinion 
was Fournier. The man, however, underwent anti-luetic treatment 
for the two succeeding years, when all treatment was discontinued 
He has been in a normal, healthy condition since that time. The 
wife likewise denies a luetic infection of any kind or location 
Her early history reveals the important fact that she was troubled 
several times with sores on the plantar aspect of the heels; the first 
time when she was 17 years of age, the last time when she was 33 


years. At the age of 39 years she was suddenly seized with a se 


vere affliction of the knee joints and joints of the fingers, which 
confined her to her bed for a number of weeks. This condition 
persisted afterward to a lesser degree for several months. It has 
never recurred either in these joints or in any other joints of the 
body or extremities. It was diagnosed at the time as rheumatism. 
She took a course of ninety sulphur baths and internal medication 
with very little benefit. It finally disappeared. About six months 
after the so-called rhevmatic seizure she noticed a small swelling 
on the forehead, in the middle line, just above the roof of the 
nose. It was not painful. and caused no discomfort except its cos- 
metic defect. It increased in size slowly. One or two vears after 
her so-called rheumatic attack she noticed a swelling over the 

*Read before the Sectien on La 


vrzology ard Rhinclog of the New York 
Academy of Medicine, December 28. 1910 
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right eye with a slight protrusion of the eye-ball. A dull, hot feel 
ing accompanied this swelling. Six to eight months after tine ap- 
pearance of the right supra-orbital swelling a similar condition be- 
gan to manifest itself over the left eye.” She then submitted to an 
operation. This was entirely performed under local anesthesia. No 
bone was removed, but the supra-orbital regions were, as her son 
expressed it, cleaned out. She obtained relief for about four 
months, largely in the improvement of her vision, mechanically in- 
terfered with by the swelling. Then both sides began to swell 
again, but always the right eye more than the left. The slowly 
growing frontal swelling was not touched at the time of the first 





Taken just after operation. 


operation and continued to increase in size. Three subsequent 
operations under the same anesthesia and of the same character 
and extent were then performed with a year interval between each, 
and the last occurring four years ago. The swelling on the fore- 
head continued to increase and the exophthalmos became gradually 
more pronounced. About two years ago she began courses of in- 
jections, which were administered at first daily and then at longer 
but regular intervals, with periods of several weeks between each 
course. No benefit was derived from these, or internal medication. 

Six months ago she lost the nails of the great toes of both feet. 
She states that this loss of toe-nails occurred several times after 
her so-called rheumatic attack, but never before. There was no 
pain when she squeezed the great toes between her fingers, but she 
was able to scrape out cheesy material from about the sides and 
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base of the nails, (onychea). There was pain on standing. There 
has never been any falling out of the hair. At no time was any 
treatment directed toward the interior of the nose, nor does she 
give anv history of any disturbances there. She is, as you see, a 
mouth-breather of fairly pronounced type. The family were in fact 
greatly surprised at the results of the intra-nasal examination. 
The picture which this patient presented when seen by me for 
7, 1910, Was an aggravation of her 


ro 
SS 


the first time, September 


present appearance. The dome-like prominent frontal swelling was 


present much as you see it to-night, dense and hard at the hair 


line, softer as you approached the evebrows. Here it became merged 
into a broad edematous area covering both supra-orbital arches, 
extending down to the nose, out over the eves and reaching its 
limitations at the malar eminences. In order to see, the patient 


was compelled to retract the lids with the fingers. There was a 


pronounced exophthalmos and a divergent squint of thirty to forty 


degrees ; the right eye looking downward and outward, the left eye 
upward and outward. ‘The nares were closed with polypi, polypoid 


detritus and muco-pus. Transillumination showed both sides of the 


face in darkness. ‘There was a dull pain in the head. The tempera- 


ture was normal (2 P. M.) with a corresponding pulse. The clini- 
cal picture was so pronounced that operation at the earliest date was 
advised and accepted. It was regarded as a long-standing suppura 
tion of the frontal sinuses with probable involvement of one or more 
of the other accessory nasal cavities. The operation took place on 
the following afternoon in the private hospital of Dr. Henry M. 
Lloyd with the assistance of Dr. John Leshure. a member of this 
section. Straight ether narcosis was employed. Incision was first 
made on the right side, as all the history pointed toward this side 
as the more advanced in disease. The most pronounced anatomical 
confusion was disclosed. The sinus, as such, could not be demon- 
strated. In its location was found a collection of sequestra, hum- 
mocks of greenish-brown bone surrounded by granulations, polypi 
and gelatinous material under pressure. A small fistulous opening 
in the thickened periosteum was found at the outer angle of the 
wound through which this gelatinous material was oozing. Every- 
where the surface of the bone was rough and hard; true bone only 
being encountered at the outer angle of the wound. While forcibly 
retracting the upper skin-flap the base of the large frontal tumor 
was exposed. This exposed portion was seen to be composed of 


distinct lobules of a vellowish color and seemed to justify the diag- 
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nosis of lipoma. Its ultimate disposition was deferred to a future 
date. The irregular masses of bone were removed with rougeur 
from without inward and the location of the sinus space markedly 
deepened. It was learned that tne nasal duct would admit a probe 
freely. While continuing this excavation in the vicinity of the in- 
ner canthus a violent and unexpected hemorritage was suddenly 
encountered, flooding incessantly the operating field and compelling 
a firm tampon. <A large drainage opening into the right nares com- 
pleted the work on this side. The left frontal sinus area was then 
exposed and found to be in a similar though much less pronounced 


condition. After cleaning it of its contents it was drained into the 
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By Frank Judson Parker, M. D. 
Double Exophthalmos. Vision right eye, count fingers at 10 feet, left 
eye, count fingers at 8 feet Double Optic Neuritis, with marked 
ment of the veins. 


engorge- 
tight operating wound. ‘The nares were then cleared of their poly- 
pi. All the instruments. employed encountered a dense hard wall! 
f bone seemingly formed by the hypertrophied middle and in- 
ferior turbinate bodies crowded together against a thickened sep- 
tum. Gauze drainage into the right naris was then provided and 
the external wounds closed with interrupted silk and horsehair 
sutures. Since operation the patient has had an uninterrupted con- 
valescence. 

At the time of the operation the case was believed to be of a 
specific nature and she was at first given daily inunctions of hydra 


argvrum and increasing doses of the saturated solution of potas: 


sium iodide. ‘The inunctions were shortly discontinued and the 
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main reliance placed on the iodide. The exophthalmos has become 
less pronounced and the divergent squint has disappeared. The tur- 
binates, still in position, have become clearly defined. About two 
weeks after the operation she struck her right eyebrow against a 
picce of furniture, causing a small swelling from which pus has 
iwice been evacuated. The swelling is present now and has been 
left there purposely. On November 22, Dr. Howard Fox reported 
the Wassermann as negative. In discussing the case with Dr. Le 
shure he suggested that it might be one of henpuye. A more inti- 
mate knowledge of this patient's history, and, as time would per 
mit, an investigation into the literature of tropical diseases bearing 
on this case have elicited the following facts; 

Goundou or henpuye or dog-nose is a disease which seems to 
have its starting point in the nasal processes of the superior maxi! 
lae and grows slowly until it often closes both eyes. It is appar- 
ently a proliferating periostitis. The only known method of treat 
ment is removal with the rougeur. It appears after a varying 
period following an attack of framboesia or yaws. Both of these 
diseases were until recently considered as a form of syphilis. The 
causal factor in both framboesia and syphilis is a spirillum, and 
recently the separate existence of each spirillum has been demon 
strated. A single attack of framboesia does not confer immunity 
Framboesia and syphilis may follow each other and both may exist 
at the same time in man and the monkey. Framboesia is a contagiou: 
disease endemic in Ceylon, South Africa, Borneo, the West Indies 
occasionally in the Southern U. S., South America, the Samoan, Fij: 
and Philippine Islands. Any abrasion of the skin will admit the spir 
illum and is necessary for the primary sore. Thus the primary sore 
may occur about the nipple of the nursing mother, ‘The infectior 
can be and is carried to the abrasion by flies, but is usually the re 
sult of personal contact. It is EXTRAGENITAL entirely. No frambetic 
primary sores have heen cbserved,on the genitals. After the initia 
sore granulomata appear, which from their resemblance to the 
raspberry are called yaws. The first stage is the primary sore, the 
second that of the eruption. The disease may end with tie second 
stage or go on to a third stage. This stage may be postponed 
months or even several years. In this stage occur the disturbance 
apparently so very identical with syphilis. The most common 
sequellae are the various affections of the joints, particularly of the 
fingers and toes and their intervening phalanges. Onychia and par 
onychia with loss of nails have been observed but not so constant- 


ly. More constant are the sores on the plantar surfaces of the 
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heels. 


been observed in various parts of the body. 
ous groups of muscles has also been observed 
appear on the mucosae. 


the iodide of potash. 


helieve that plenty of food and a change ot 
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No alopecia has been seen. 





DOUBLE FRONTAL SINUSITIS. 

Periostitis and ostitis have 
Contracture of vari- 
Granulomata do not 
The treatment most relied upon has beer 


Mercury has proven useless. Some observers 


t residence to a- colder 


climate is the only effectual treatment. The Wassermann is negative 


It is a disease most ci 





ymmon in the first two decades of life. 


The 














VAN WAGENEN: DOUBLE FRONTAL SINUSITIS. 649 
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mortality is high in early childhood, but adults seldom die from it 

From what has already been stated may not the following be 
concluded: ‘That the husband, who denies all specific history, was 
not suffering from syphilis while in Paris; that Fournier and his 
followers were correct in their diagnosis; that the husband was 
suffering from an attack of framboesia, the inoculation having oc 
curred at some time prior to his residence in Paris and while on 


business in Cuba 


wr other tropical country; that the wife, who als 


} 


lenies all specific history, while remaining in Havana the majo1 


part of her life, had contracted frambesia on several distinct occa 
sions and that she is now suffering from a delayed tertiary stage 
combined with henpuye. 


Following the reading of the above facts, radiographs taken by 





i 


Dr. George M. Mackee, were presented The doctos experienced 
the greatest difficulty in obtaining views of the head; as the patient 
very nervous, refused to remain quiet while th« ; in actio 

Desiring to obtain at least one plate to print along with the twe 
photographs here presented, the Director of the Gibbs X-ray De 
partment, Carnegie Laboratory, Dr. Leon T. LeWald, was askee 
to make another attempt. He met with the same difficulties which 
beset Dr. MacKee, but was able to obtain a right profile, which 
the author has attempted to reproduce. From this and the imper 


fect antero-posterior views sub 


the tissue-growth involves the entire thickness and breadth of the 
frontal bone, the bony orbital fossae, and is apparently extending 
into the sphenoidal wings. In the concavity of this growth anothe 
mass faintly appears which would seem to demonstrate the lipoma 
mentioned above. There is still some doubt as to the condition of 
the ethmoidal and sphenoidal cavities, but considering the clinical 
picture, their involvement seems imminent he maxillary antra 
seem to have so far escaped. 

\s to the causal factor, the writer’s belief remains unchanged 
even though discussion with others would seem to isolate him in 
this respect. The administration of the iodide of potassium has 
been and will be maintained, not with any idea of causing absorp 
tion of the tumor as with the hope of inhibiting its further exten 
sion. Operative procedures would seem to be contra-indicated ex 
cept for relief of distressing symptoms. The inferior fossae of the 
nose are practically clear and the vision is fair. The outlook fo1 
the patient and her family is distinctly discouraging and must be 


faced with whatever resignation they may possess. 


616 Madison Avenue. 





CASE OF MYXO-FIBRO-SARCOMA OF THE NOSE AND NASO- 
PHARYNX, REMOVED BY BODINE’S MODIFICATION 
OF THE BOECKEL OPERATION: RECURRENCE.* 


BY D. S. DOUGHERTY, M. D., NEW YORK 


The patient, G. F., aged 15 years, was referred to me by tne fam- 
ily physician, Dr. E. Koib, with the following history : 

Family history, good; no previous illness. About three years 
ago, she had noticed difficulty in breathing through the right nos- 
tril, accompanied by a bloody discharge; her symptoms becoming 
gradually thore pronounced, a rhinologist was consulted, and dur- 
ing August and September, 1907, several pieces of growth were 
snared from her nostril. She was apparently free from any symp- 
toms for about nine months, when she again experienced symp- 
toms of obstructed breathing, and began treatment in a clinic. The 
rapidity of the growth, however, more than kept pace with the use 
of the snare. 

About February, 1909, the first microscopic examination of the 
tumor was made by Dr. F. E. Sondern, and reported to be myxo- 
fibroma. Resection of the lower jaw was suggested, but objected 
to by the family. She was first seen by me April, 1909. General 
inspection showed a fairly well-developed girl for her age, healthy 
in appearance, except for her facial expression and contour. Her 
nose was thickened and distended on the right side, her mouth 
open, breathing labored, expression anxious and worried, and there 
was a slight protuberance of a polyp from the right naris. The 
right eye was suffused. 

Fxamination showed the right nasal fossa to be entirely occluded 
by a mass, which macroscopically appeared to be myxomatous. 
Spraying with cocaine and adrenalin, allowed the passage of a fine 
flexible probe between the tumor and the lateral wall, and also be- 
tween it and the septum, without giving any evidence of attachment. 
The patient’s throat being very tolerant, the condition in the naso- 
pharynx could be distinctly mapped out. The mirror revealed the 
presence of a tumor filling the entire cavity, except on the left. 
where a small portion of the posterior naris and the lower edge of 
the Eustachian cushion could be seen. The point or points of at- 
tachment could not be discerned. The tumor was firm, smooth, 
gravish-red in color, and flecked with small hemorrhagic spots. It 
bled freely on manipulation. Transillumination of the antrum and 
frontal sinuses revealed nothing abnormal. Several sections were 


*Presented at the Meeting of the Laryngolozgi 


“al Section of the New 
York Academy of Medicine, January 22, 1911 
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made and examined by Dr. F. M. Jeffries, the specimens being 
snared from the anterior portion as high up as possible. The lower 
piece was reported as myxoma with cartilaginous plates; the sec- 
ond and third, as myxo-chondroma. 

On June 24, the case was seen in consultation by Dr. J. A. 
Bodine, who advised removal through the nasal foramen. On 
June 27, 1909, the operation was performed at the New York 
Polyclinic Hospital under ether anesthesia. The right external 


carotid being first ligated, an incision was made over the roof of 


the nose, from just above the inner canthus of one eye to a similar 
point on the other side, then carried down through the nasal furrow 
to just above the alae, then across through the nose, growth, and 
cartilaginous septum to the opposite side. The bones were then 
divided along the line of perpendicular incision, and the severed 


portion of the nose bent over on the opposite cheek and held by 
means of strong retraction. The evulsion of the tumor was quite 
difficult, and it was at first thought that it would have to be re- 
moved in fragments. Finally, by dragging with a strong forceps. 
assisted by pressure of the finger from behind, it was removed in 
its entirety. The points of attachment seemed to be at the base of 
the sphenoid and just above the middle turbinate bone. There was 
but little hemorrhage, and curettage left a clean surface. 

The nose being replaced, the incisions were closed by subcu 
taneous sutures, an Asch nasal splint being placed in the left nasal 
fossa. Recovery was uneventful, and the patient was discharged 
from the hospital in one week, having been confined to bed but one 
day. The tumor, a mass the size of a small orange, was sent to 
Dr. F. M. Jeffries, who reported it to be a myxo-fibro-chondroma. 

On July 19, 1910, eleven months subsequent to the operation, 
the patient returned to my office with a slight recurreace, a small 
growth showing in the superior meatus. Intra-nasal curetting was 
proposed, but deferred by patient until after vacation. When next 
seen, Jast October, the nasal fossa was partly filled with a grayish 
red semi-friable mass. This was removed with a snare, and several! 
sections examined by Dr. Jonathan Wright.were pronounced to be 
myxo-fibro-sarcoma. She still complains at times of some head- 
ache and some pain in the right eye. 

The particular points of interest are: The size of the tumor, 
the method of removal, and the sarcomatous character of the re- 
currence. In this modification of the operation the hemorrhage 
is less, the adaption of the severed parts easier, and there is no 
resulting deformity. 

73 West Forty-Ninth Street. 





EXOSTOSIS OF THE SEPTUM. 


BY MYRON METZENBAUM, M. D., CLEVELAND. 


The inferior border of the perpendicular plate of the ethmoid 
and the superior border of the vomer each have a half groove which, 
coming together, for a long foramen or canal through which the 
triangular cartilage of the septum sends a posterior projecting por- 
tion back to the sphenoid. 

Injuries at this area will produce marked exotoses, spurs and 
deviations of the septum or combinations of these deformities. The 
largest exostoses spurs of the septum are formed at the area of 
the juncture of the perpendicular plate of the ethmoid, with the 
posterior projecting portion of the triangular cartilage and the 
vomer. 

Formerly, such deformities: were operated with the saw. The 
saw, in passing from above downwards, first passed through the 








Length, 1% inches, or 32 em.; width, 5 inches, or 1% em.; thickness o 


ridge or exostosis, *4 inches, or 1 cm. 


mucous membrane, then through the upper bony wall, then through 
cartilage then through the lower bony wail, and finally through the 
mucous membrane below. 

The photograph is of an exostosis of the septum at the area de- 
scribed above. It completely obstructed the middle and posterior 
part of a young lady’s left naris and was deeply imbedded into the 
antral wall. : 

The outer thin bony wall is removed, showing the tail-like pro- 
jection of the triangular cartilage passing back through the canal 
formed by the grooved edges of the ethmoid and vomer. 

The specimen was removed under cocaine in one entire piece by 
means of the author’s septal chisel for the further description of 
which see THE LARyNGoscore, February, 1911. 


768 Rose Building. 
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THE YANKAUER OPERATION IN THE TREATMENT [OF 
CHRONIC MIDDLE-EAR SUPPURATION. 


BY HAROLD HAYS, M. D., NEW YORK. 


At the May, 1910, meeting of the Otological Section, Dr. Sidney 
Yankauer presented a series of cases illustrating the effect of the 
clesure of the Eustachian tube at the isthmus, where suppuration 
had existed for a considerable length of time. In presenting the 
histories of these cases, Dr. Yankauer informed us that these sup- 
purations had been due to a variety of causes, such as granulations, 
polypi, bone necrosis, and cholesteatomatous degeneration. In other 
words, these patients belonged to that class where treatment had 
been of no avail over a period of months or years and where as a 
last resort, the radical mastoid operation is proposed. In those 
cases shown, I am sure we all are agreed, the results were remark- 
able. The ears showed little of the drum-membrane, the cavities 
were dry, the mucosa presenting a glazed appearance. There was 
absolutely no sign of suppuration. 

At the time of the demonstration and subsequently in a most 
masterly paper appearing in the July issue of THe LARYNGOSCOPE, 
Dr. Yankauer described the original instruments used for closing 
the tube. The paper described twenty-one cases in detail, of which 
thirteen were absolutely cured and eight partially cured; in other 
words, these eight cases were considerably improved and possibly 
in time will be cured absolutely. Parenthetically, I might mention 
that Dr. Yankauer’s paper opens up an entirely new field in otol- 
ogical work and is a masterpiece of logical thought. 

[ immediately became interested in Dr. Yankauer’s work and 
learned from him personally how to do the operation, and during 
the past few months I have operated upon five cases in whom an 
ear discharge had lasted over a considerable number of years. All 
available dispensary treatment had been given these patients, with 
no improvement. Although the discharge has not ceased entirely 
in any of these cases, vet the improvement is so remarkable that 
there is little room for doubt that the closure of the Eustachian 
tube at the isthmus was largely responsible for any change for the 
better. 


*Read before the Section in Otology of the New York Academy of Med 
icine, January 13, 1911. 
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I shall take a moment of your time to describe Dr. Yankauer’s 
instruments and procedure. The instruments which are used for 
the closure of the Eustachian tube at the isthmus are the salpingeal 
curettes. The curettes have a hemi-spherical head with the flat side 
toward the shank. The cutting edge is circular, having a sixty 
degree cutting angle (Figure 1). The projection of the cutting 
edge has been adjusted to correspond to the thickness of the mucous 
membrane. ‘There are three different sizes, the smaller with a pro- 
jection of a quarter of a millimeter, the largest, a half millimeter. 
Each cutting edge has been mounted on a shank which. is shaped 
to correspond to a curve made by the external and middle-ear and 
Eustachian tube. A probe (Figure 2) accompanies the curettes for 
purposes of exploration before cutting. 

The technic of the operation is as follows: The Eustachian tube 
is first anesthetized from its pharyngeal end by means of applicators 





im — 
Figure 


gure 1 Yankauer curette 





~ —<ATATTT 


Figure 2 Yankauer probe 





8... soocceia a 
Figure 3 Yankauer applicator 

saturated with strong cocaine and adrenalin. Dr. Yankauer’s ap- 
plicators (Figure 3) are ideal for this purpose. They fit into a 
metal tube on which are markings to indicate how far one is in the 
tube. Other applications of cocaine are made to the tube via the 
middle-ear and then the tube and ear are thoroughly cleansed by 
irrigating with boric acid. This is best done by syringing through 
the Eustachian catheter. The parts having become insensitive, the 
tube is explored down to the isthmus with the salpingeal probe 
and the caliber of the tube having been approximately ascertained, 
the proper-sized curette is selected. The cutting of the mucosa 
must be done entirely by the sense of touch. The cutting edge is 
rotated to and fro until one feels that one is down to bone. The 
mucosa on the superior wall is the most difficult to cut. At the 
same time the cutting edge is scraped backward and forward un- 
til one has denuded a sufficiently wide area. Dr. Yankauer per- 
sonally suggested to me that more extensive curetting should be 


done at the antero-inferior angle than anywhere else, in fact, almost 
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as far as the middle-ear. As the curette is withdrawn, some strands 
of mucosa may be seen extending into the middle-ear; after th 
operation is completed, the ear is dusted with iodoform powder 
An inflammatory reaction takes place in the tube and middle-ear, 
which subsides in the course of a few days. As a rule, the patients 
are told to take the same care of their ears after, as before, the 
operation. No untoward results have yet been observed. The ob 
jection that one might readily curette into the internal carotid 
artery through a dehiscence in the bone, is easily overruled: for if 
one has the least sense of touch and does this operation delicately 
(as it should be done) one always knows by the feel of the curette 
whether one is down on bone or not. I shall summarize four of 
these cases: 


Case q. A your 


=) 


g woman of 25 vears had had a profuse dis 
charge from the left ear since childhood, which had resisted all 
treatment. Examination of the ear revealed the presence of foul 
smelling pus, a small amount of granulation tissue over the short 
process of the malleus, and necrosis of this bone. The granulations 
and malleus were removed and a week later the Eustachian tube 
was closed. For a few days there was a discharge of a thin mucoid 
material which ceased at the end of two weeks, the ear subsequentl 
remaining dry for two months. 

Case 2. A young woman of 22 years had had a profuse, foul- 
smelling discharge since childhood. Treatment of no avail. The 
tube was very large. A/iter curetting the isthmus, a pinkish swell 
ing of the internal wall of the middle-ear took place, with a dis 
charge of a thin, watery secretion, which cleared up,—the eat 
remaining dry for about six weeks. 

Case 3. A young boy, 14 vears of age, came to the New York 
Eve and Ear Infirmary, complaining of continuous suppuration 
from the ear since childhood. Examination showed numerous aural 
polvpi, with a profuse discharge of foul-smelling pus. The polyp 
were first removed with the aural snare and Hartmann forceps and 
the bases cauterized with the silver stick. Suppuration still con- 
tinuing, the Eustachian tube was curetted. For a few weeks the 
discharge was still profuse, but of a more mucoid appearance, and 
since that time it has become less and less until it has almost entirely 
ceased. 

I was so much pleased with the results in the first three cases 
that I intended to present them to you at the December meeting 
Much to my dismay, with the onset of the cold weather, all four 
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cases began to suppurate again, the discharge not being so great as 
before the operation, but still bad enough to preclude any conclu- 
sions being reached. 


In justice to Dr. Yankauer, and in order to have us all form an 
unbiased opinion, I determined that it was best to let him see the 
cases personally and suggest some fault in my technic. So the 
first Sunday in December I sent the cases to his office, where we 
went over them thoroughly. Much to my surprise, the Eustachian 
tubes were closed absolutely in three of the cases (1, 3, and 4), and 
in the fourth, bubbles of air could be forced through water in the 
canal, but no probe or application could be forced through the 
tube. In Case 1, an adhesion was found near the oval window 
which, on being cut through, improved the patient’s hearing im- 
mediately, and the discharge is much less since that time. In 
Case 2, a number of fistulous tracts were found, behind which pock- 
ets of pus had formed, keeping up the discharge. These were 
opened and the tube again curetted, since which time the discharge 
is very slight. In this case Dr. Yankauer found a dry, hard drum- 
membrane flat up against the inner tympanic wall, which he par- 
tially incised. Case 3, the boy with the polypi, was doing so well 
that we decided to let him alone and watch him carefully. Al- 
though the tube seemed to be closed in Case 4, it was decided to 
curette it again, as nothing could be found in the middle-ear to 
account for the discharge. Since that time the ear-condition is 
considerably better. 

After this seance, I came to the conclusion that closure of the 
Eustachian tube at the isthmus, in itself, was not sufficient to cause 
a cessation of a chronic discharge in many cases; moreover, that 
it is absolutely necessary in a great many cases to perform some 
intra-tympanic surgery or treatment which might materially lessen 
the discharge or cause it to cease entirely. Polypi must be removed, 
sequestra must come away, fistulous tracts and pockets must be 
opened, adhesions broken down. If after such surgery is per- 
forined, the discharge still continues, particularly if it be of a 
mucoid appearance, the tube should be closed. In such cases a 
good result may be expected. 


In Dr. Yankauer’s presentation, I was led to the conclusion that, 
given a case of chronic middle-ear suppuration, all that was neces- 
sary was to close off the tube at the isthmus. This opinion was 
corroborated by the statement in his paper that “most of the pa- 
tients had some favorite method of treating their ears—and they 
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were allowed to continue the same form of treatment, more as a 
placebo than for any other reason. We may therefore state with 
logical accuracy that the results obtained were directly caused by 
closing the tube at the isthmus, and by this alone.” However, a 
close perusal of the description of his cases leads me to other con- 
clusions, for it will be seen that in every case save those where 
nothing of pathological significance was found in the tympanic 
cavity, some intra-tympanic manipulation was necessary. For ex- 
ample, he says in Case 2: “Examination showed the presence of a 
large aural polypus filling the entire canal and obstructing the view 
of the middle-ear. After shrinking the polyp with cocaine and 
adrenalin, part of it was removed, sufficient to give access to the 
tubal region. The tube was then curetted. After the operation, 
the discharge became muco-purulent, but was so abundant that an- 
other portion of the polyp had to be removed to obtain drainage. 
The patient was using instillations of alcohol which had previously 
been prescribed for him, and he was allowed to continue them, but 
applications of nitrate of silver were made to the polyp twice a 
week. The discharge from the ear became very slight and the 
polyp became gratlually smaller. . . . . Four months after clos- 
ing the tube, examination showed that the ear had become quite dry 
and clean, the polyp having entirely disappeared.” In another 
case, the polyp was removed with the ossicles and the inner attic 
wall. 

The questions which present themselves most manifestly to all 
of us are these: 1. Has the Yankauer operation any value if 
done with no other intra-tympanic manipulation? 2. In what class 
of cases is it distinctly of value? 3. Would a certain number of 
chronic suppurating ears cease discharging if properly taken care 
of medically and surgically, without submitting the patient to a 
closure of the tube? 4. Will the Yankauer operation, together with 
other intra-tympanic procedures, supersede the severe radical mas 
toid operation in many cases? 

1. I think that certain cases which Dr. Yankauer has shown, 
and others operated upon by other men, will lead us to definitely 
state that this operation per se will clear up a great many cases 
which have persistently suppurated for years. Dr. Yankauer claims 
that there are certain cases which constantly become re-infected 
through the Eustachian tube. We are literally blowing our noses 
through our ears whenever a perforation in the drum is present 
“The mere presence of a perforation greatly facilitates the com- 
munication between the middle-ear and the naso-pharynx, and all 
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the changing bacterial flora of this infected region are constantly 
being added to the already existing sepsis in the drum-cavity.” In 
such cases, closure of the tube at the isthmus should bring about 
an absolute cessation of discharge. In other words, in that class of 
cases where the discharge is more mucoid than purulent, where no 
other lesions can be found in the middle-ear than granulation- 
tissue caused by the discharge, we should expect a complete cure 
by the Yankauer operation. 

2. _ In what class of cases is the operation of distinct value? Be- 
side the class enumerated above, there are certain cases in which 
all polypi, dead bone, etc., have been removed and yet the discharge 
has persisted. To this class belong most of the cases cited b¢ Dr. 
Yankauer. It has become an axiom of surgical practice that, given 
a pathological perversion of tissue, no cure may be expected with- 
out the removal of this tissue. I do not think it would have been 
possible for Dr. Yankauer, or any one else, to have effected a cure 
in any of the cases he mentions by merely closing off the tube and 
nothing more. Although a great deal of the ear trouble may have 
been caused by the constant re-infection from the naso-pharynx, 
once the pathological condition is present, nothing but eradication 
of the diseased parts will help to effect a cure. However, we all 
have had the experience of not being able to stop an aural dis- 
charge entirely, even by the most painstaking care, and it is under 
such circumstances that the Yankauer operation fills a long-felt 
want. 


> 


3. Would a certain number of chronic suppurating ears cease 
discharging if properly treated medically and surgically, without 
submitting the patient to a closure of the tube? I believe this a 
mooted question. A great many of the men to whom I have spoken 
on the subject have claimed that they could cure eighty per cent 
of these cases by simple means,—such as removal of dead products, 
and cleanliness. Granted that they have the ability to do so, what 
shall be done with the other twenty per cent, which they cannot 
cure, except possibly by a radical operation? I am inclined to the 
belief that forty of the eighty per cent could not, or would not, sub- 
mit to treatment extending over months at a time. Patients who 
come to the clinic certainly would not benefit by such a delay. 
Economically, it is of great importance for such patients to get 
well as quickly as possible, and if the Yankauer operation will help 
them to get well in weeks instead of months, it is certainly a valu- 
able procedure. Again, this other twenty per cent have no alterna- 


tive but to submit to the radical operation. 

















HAYS: THE YANKAUER OPERATION. 659 


4. Will the Yankauer operation, with other intra-tympanic pro 
cedures, take the place of the severe radical mastoid operation in 
certain cases? It is in this class of cases, I believe, that the chiei 
value of the operation lies. There are any number of radical opera- 
tions in which no necrosis is found in the mastoid cavity, in which 
the pathological processes are distinctly confined to the middle-ear 
cavity and attic. It is rational to suppose that cleaning the ear of 
all diseased bone, granulations, etc., by itself would effect a cure 
But it has been within the experience of us all that such is not the 
case. Moreover, the fact is so well recognized that the Eustachian 
tube plays an important part in these cases that a radical operation 
is not considered complete unless the Eustachian tube is curetted 
and closed off. In such cases, as Dr. Yankauer so aptly says, we 
should place the horse before the cart. One should clean out the 
middle-ear cavity as well as possible, and also close off the Eustach- 
ian tube. If the discharge does not cease, one should see what has 
been overlooked, and if the tube is not closed, operate again. If 
after a reasonable length of’ time, suppuration continues, it is still 
time to do a radical operation. Moreover, there are some few pa 
tients with suppurating ears who object to the radical operation 
These patients surely deserve some attention, and, up to the pres 
ent tine, the operation proposed by Dr. Yankauer, taken in con 
junction with other remedial measures, offers the best hope of relief 

[ have offered these few facts in the form of an argumentative 
essay, in order to provoke a fair discussion of the subject. None 
of us is in a position at present, considering the newness of the 
subject, to condemn the operation. It should receive the fair trial 
it justly deserves, and [| believe that in time it will become one of 
our most important surgical procedures. I believe that every one 
of my cases has been improved by the operation, and that in the 
course of the next few months they will cease suppurating entirely. 
The only other alternative I could offer these patients would be a 
radical operation, and [ cannot be sure that the final results will not 


be as bad, or worse than the disease itself 


11 West Ninety-First Street. 





ANALYSIS .OF THE WEBER TEST IN 100 CASES.* 


BY ROBERT SONNENSCHEIN, M. D., CHICAGO. 


The idea underlying this investigation and the purpose which 
animated it, was the desire to see which fork or forks give the most 
reliable results in routine work. Most men cannot take the time 
(even if they have the full equipment), to use all the forks there- 
fore one or two are needed which will serve to give fairly definite 
information in rapid examinations. 

The Weber, Rinné and Schwabach tests were made in all the 
cases, but as this report is confined to the discussion of the Weber, 
we shall not at this time go into any details regarding the other 
two tests, nor the forks employed in making them, but shall reserve 
their analysis for a future date. 

Let me, however, call attention to a fact which has always caused 
confusion in my mind when reading reports of cases and examina- 
tions, and which probably also has at times caused others to be un- 
certain regarding the fork actually used by the men making such 
reports ; that is the proper designation of the so-called c, Edelmann 
iork. As far as I can ascertain from personal inquiry and corre- 
spondence with various men, they seem to assume that the c, fork 
is such with the weights attached. This is a mistake; the fork 
unweighted is c, with 250 vibrations, but when the weights are 
placed at the first line marked on the prongs, the fork has the tone 
of dis (d sharp) with 154 vibrations. In order to have absolutely 
indisputable evidence of this fact Edelmann was written to and con- 
firmation of this statement obtained. 

Omission of the exact description of the fork employed may thus 
give a false impression to the reader. In view of this fact we have 
designated this fork as “weighted c,”; thus making it clear that 
used as such it had the tone dis or d sharp (154 v. d.), and not c, 
with 256 vibrations. 

Inquiries addressed to a considerable number of the best known 
European otologists with reference to the fork used in the deter- 
mination of the Weber test, and the manner of applying it, brought 
quite a variety of answers. Panse (Dresden) and Moeller (Copen- 
hagen) use a, (435 v. d.) unweighted. Schmiegelow (Copenhagen), 
Denker (Erlangen) and Siebermann (Basel), employ both a, (435) 


*Read before the Meeting of the Chicago Laryngological and Otological 
Society, February 21, 1911. 


660 

















SONNENSCHEIN: ANALYSIS OF THE WEBER TEST. 661 


and A (108 v. d.) forks. These are unweighted. Heiman (War- 
saw) and Bruehl (Berlin) use c (128 v. d.), weighted. Hartmann 
(Berlin) uses c (128), without stating whether weighted or not. 
Kuemmel (Heidelberg) employs c unweighted. He lays no weight 
upon the Weber and uses it only exceptionally. Alexander (Vienna), 
Uchermann (Cristiania), Politzer (Vienna), Passow (Berlin) and 
Neumann (Vienna) use c, (256), all of them weighted, except 
Uchermann. Politzer says he often uses c (128) at the sugges- 
tion of Bruehl. Urbantschitsch (Vienna) uses C, c, and c, forks for 
the various tests, but does not specify just which one for the 
Weber. These forks are unweighted. Lucae (Berlin) pays little 
attention to the Weber, and does not use it for diagnostic purposes. 

Regarding the place at which the fork is set in making the Weber 
test the following replies were forthcoming: Panse, Schmiegelow, 
Moeller, Bruehl, Denker, Siebenmann, Uchermann, Passow, Kuem- 
mel (when he does employ it), and Neumann chose the vertex. 
Heimann places the fork on the vertex, occiput, root of the nose 
and rarely on the mastoid processes (!). Urbantschitsch employs 
the root of the nose as well as the vertex in the examination. 
Alexander says he usually employs the middle line of the vertex, 
and only in cases where the result is uncertain does he place the 
fork in the middle of the forehead, on the upper row of teeth or on 
the inferior maxilla. Politzer first sets the fork on the vertex, and 
if no definite finding is had, places it in the middle line of the lower 
jaw or the occiput. In connection with some of these localities 
Schaefer (Berlin) calls attention to the fact that when the fork 


1 


is placed at the root of the nose or on the chin the tone is made 
louder because the mouth and the naso-pharynx act as resonators 

The foregoing plainly shows the lack of uniformity regarding 
the pitch employed, or the nature of the fork used, i. e.; whether 
weighted or not. Add to this the fact that so many men in their 
writings do not state whether a certain fork which they have in 
mind is weighted or not (some of them even on direct inquiry not 
defining their position), and it will appear at once how indefinite 
is the information we often receive in reading reports of cases, etc. 

It is no doubt true that so far as practical results are concerned, it 
probably makes no great difference whether a fork is weighted or 
not, or whether we are informed exactly regarding the nature of 
the fork when the Weber test is made; whereas, in the Rinné 
it does make a considerable difference as we shall endeavor to 
show in a later paper. But even granting for argument’s sake that 
the different forks do not vary sufficiently to affect the practical 
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results of the tests, surely the first requirement of scientific work 
would demand that accurate statements be at all times made by in- 
vestigators regarding the instruments they employ. Furthermore, 
merely mentioning the fact that a fork is weighted or not will ex- 
actly designate the one used, will thus convey a clear idea to the 
reader, and certainly calls for no great effort on the part of the 
writer. 

Our tests were made in 100 unselected cases. My sincere thanks 
are due Professor Paul Gerber, Director of the University Nose 
and Throat Clinic in Koenigsberg, who allowed me to use patients 
in his Krankenkasse for this purpose. 

The forks used in these examinations were the unweighted a, 
(435 v. d.), the weighted c, (154 v. d.) and the unweighted A 
(108 v. d.) forks of Edelmann. There béing no c, (2048 v. d.) 
fork available at the time a fis, (2880 v. d.) (f. sharp), of unknown 
make was employed for the high tones. The first three forks men- 
tioned were chosen because the a, and A are those employed and 
recommended by that master of functional testing, Bezold, and the 
weighted c, (either an Edelmann or a Reiner fork), because it is 
the one used in the Vienna Clinic to a great extent. 

The method of examination consisted in obtaining the facts re- 
garding the patient’s history, including age, occupation, etc.; and 
then testing him in an isolated. quiet room. First the whispered 
voice was tried en both ears, then conversation, then application 
of the watch to the mastoid processes, then the fis, fork by air 
conduction (three gradations of intensity of sound being used, 
produced by (1) exhaling strongly on the fork, (2) by rubbing the 
prongs with the fingers, and (3) by striking the fork with the 
finger nail). The Weber test was then performed with each fork 
on both vertices and forehead. Lastly the Schwabach and Rinné 
were made. 

In order to have uniformity in the duration of vibration, the 
forks were always made to functionate by holding them at right 
angles to the body, and allowing a small rubber pleximeter to fall 
from a perpendicular position directly upon one of the prongs. 
The hammer was allowed to fall of its own weight. The forks were 


held as loosely as possible by the stem and permitted to rest on the 
head without any pressure other than that due to the weight of the 
fork. Where any uncertainty seemed to exist in the mind of the 
patient the tests were repeated many times, care being taken to avoid 
all suggestions. The difference between hearing a fork and feeling 
its vibrations was carefully explained to each individual, and dem- 
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onstration made by placing the vibrating forks on the patella, fingers 
and elsewhere. 

ANALYSIS OF THE WEBER TEST. 

1. Weber alike when fork placed either on vertex (v) or fore- 
head (f): Fork A (108), in, 89 cases; fork c, weighted (154), in 
85 cases; fork a, (435) in 85 cases. (This includes 22 cases of 
normal ears, or where at least there was no apparent lesion). 

2. Weber “in head” (i. e., not lateralized), with forks on either 
forehead or vertex; (includes apparently normal ears): Fork A in 
32 cases; fork c, weighted in 33 cases; fork a, in 37 cases. 

3. Weber to one side if fork on vertex, and other side when on 
forehead; or to one side in one position, and “in head” in other 
position of fork. Fork A in 11 cases; fork c, weighted in 15 cases; 
fork a, in 15 cases. (Of those giving one place “in head” and 
other to one side: A = cases 5, 40, 63, 64, 65, total 5 cases; 
c, = cases 58, 69, 96, = total 3 cases; a, = cases 8 and 10, = total 
2 cases. Urbantschitsch has recently called attention to this fact of 
the position of the fork influencing the lateralization. 

4. Weber going to the side with middle-ear trouble; i. ¢., in 
cases where the Weber goes to the same side whether fork is on 
veriex or forehead. Or fork goes to that side in bilateral middle- 
ear disease which has (1) longer bone conduction, or (2) which 
is the worse side. Fork A in 26 cases; fork c, in 23 cases; fork a, 
in 24 cases. 

5. Weber going to better side in nerve disease; i. ¢., in cases 
where same side with fork in either position (v or f): Fork A in 
14 cases; fork c, in 12 cases; fork a, in 9 cases. 

6. Weber going to side contrary to the one expected considering 
the apparent lesion, (m — middle ear, n= nerve disease, ono 
apparent lesion) : Fork A, in 16 cases; m, in 8 cases; n, in 3 cases; 
O in 3 cases; mand n, in 2 cases. Fork c, in 17 cases; m, in 8 cases; 
n, in 4 cases; 0, in 3 cases; m and n, in 2 cases. Fork a, in 17 cases, 
m in IO cases; n, in 4 cases; 0, in I case; m and n, in 2 cases. 

7. Weber, going to either side, i. e., one side with fork on vertex, 
to the other side with fork on forehead, where there is bilateral 
disease. Number of cases = II. 

8. Weber, to either side, depending on position of forks, in cases 
of unilateral disease ; number of cases = 8. 

9. Different forks giving different sides, irrespective of position. 
Number of cases = 15. 


10. Great irregularity in lateralization of the Weber in 8 cases. 
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11. Where Weber goes to either side (depending on position of 
forks), (a) The one going to the side expected from nature of le- 


sion: Fork A on v = 4 cases, f = 3 cases, total 7 cases; fork c, on 
v = 2 cases, f = 6 cases, total 8 cases; fork a, on v = 3 cases, 
f = 6 cases, total g cases. (b) The one going to unexpected side: 
Fork A on v = 3 cases, f = 2 cases, total 5 cases; fork c, on v 
= 6 cases, f = 2 cases, total 8 cases; fork a, on v = 6 cases, f 


== 2 cases, total 8 cases. N. B.—In a number of cases where bilateral 
disease was present it was impossible to say whether Weber went 
to expected side or not, (e. g., cases 53, 56, 57 and 70). 

12. Weber to one side, even though both sides have apparently 
same amount of lesion, or where there is no lesion at all. Fork A 
in 7 cases; fork c, in 8 cases; fork a, in 6 cases. 

13.. Weber “in head” despite unilateral disease, (at least doing 
so in one position, i. e., vertex or forehead): Fork A in 7 cases; 
fork c, in 4 cases; fork a, in 6 cases. 

14. Weber “in head” with bilateral disease. (a) Middle ear 
disease; Fork A in 5 cases; fork c, in 6 cases; fork a, in 6 cases. 
(b) In nerve disease: Fork A in 5 cases; fork c, in 5 cases; fork a, 
in 7 cases. 

15. Normal or better said negative ears, (where at least no defi- 
nite lesion could be diagnosed), showed in 26 cases: (a) Weber “in 
head” both on vertex and forehead in 20 cases. (b) Weber to 
right side on forehead and vertex, 1 case (53). (c) Weber to 
left side on forehead and vertex, 1 case (56). (d) Weber irregu- 
lar as to lateralization in 4 cases (42, 57, 69 and 97). In all the 
above tables the c, was the weighted Edelmann fork. 

Some of the phenomena and facts noted during the examinations 
besides those given above are as follows; (1) It is difficult to avoid 
pressure when holding the fork against the forehead unless the head 
is bent far backwards. The result from the use of a fork on the 
forehead varies greatly with any change in pressure as far as intens- 
ity of tone is concerned. On the vertex the heavy A fork rests easily, 
its pressure, however, being very uncomfortable, if not painful to 
many patients. (2) Sometimes the A fork is not heard at all; or only 
with great difficulty. Ignorant patients can hardly state definitely 
whether fork is heard or only felt. (3) When the hair was abun- 
dant and thick most patients heard the forks better on the forehead 
and vice versa; but in some rare instances they heard better on the 
vertex despite the thick hair (49). (4) Aside from the question of 
thick or thin hair most of the persons heard the forks louder and 
longer when placed on the forehead. But this is not of importance 
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in the Weber test. (5) With the a, fork one can not always be 
certain that it is really heard via bone, and not via air-conduction, 
at least during the first few seconds of its application. Particularly 
when struck hard (which was purposely done at times in repeating 
the tests in order to see whether the results would vary), the fork 
was heard practically only via air. If struck as lightly as the 
other forks it could at time be barely heard through the cranial 
bones, and if very lightly struck it was not at all heard when placed 
on the head. 

Now, by way of summary, we may say: In most cases (85 to 89%, 
depending on the fork used), the Weber was the same with the 
forks on either the vertex or forehead; in only 11 to 15% did the 
position make a difference. 

As regards the nature of the lesion: While in most cases the later- 
alization was to the poorer side in conduction-disease and to the 
better side in nerve-affection, still in 16 to 17% of the cases the 
Weber went to the side contrary to the one expected from the na- 
ture of the lesion. 

The Weber was “in the head,” i. e., not lateralized at all, in 32 to 
37% of cases (depending on fork used), including 20 normal cases. 
Weber was referred to either side, depending on position of forks 
in 11 cases of bilateral, and 8 cases of unilateral disease. In 15 
cases different forks gave Weber on different sides irrespective of 
position of forks. In 8 cases there was great irregularity in the 
lateralization of the Weber. In 6 to 8 instances (depending on 
forks used) Weber was lateralized even though both sides had ap- 
parently same amount of lesion or no lesion at all. Weber was “in 
head” despite unilateral disease in 4 to 7% (varying with forks 


j/? 


used), and in 5 to 7% of cases of bilateral disease. 
CONCLUSIONS. 

1. The position of the forks as regards vertex or forehead is appar- 
ently of some importance, (11 to 15% in this series showing a dif- 
ference). The forks are usually heard longer and louder on the 
forehead, and especially so when the hair on the vertex is thick. 

2. The dependability in reference to lateralization does not seem 
to vary much with the different forks used in these examinations. 
The disadvantages of the A fork lie (1) in its great weight, which, 
while allowing it to be easily rested on the head, sometimes causes 
discomfort or even pain, and (2) the difficulty of distinguishing 
between feeling and hearing it. The disadvantage of the a, fork 
lies in the fact that unless struck rather hard it is not distinctly 
heard on the vertex and when thus struck is often heard only via 
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air; thus at times giving a wrong result unless this fact is especially 
noted. The weighted Edelmann c, fork seems to have the good 
qualities of both other forks (as regards duration of vibration, etc.), 
without the above-mentioned disadvantages. There is a difference 
between the A fork (108 v. d.) and the weighted c, fork (154 v. d.) 
of only 46 double vibrations. These statements, however, refer 
only to the use of these forks in making the Weber test. 

One hundred cases constitute a rather small number, yet judging 
by these, it is perhaps not presuming too much to say: That the 
Weber test 


1) confirms the diagnosis in many cases when used in 
conjunction with and when agreeing with the results obtained by 
the other functional tests; (2) that it is of no aid in some cases, 
and that (3) it even causes uncertainty in some instances, owing to 
its great variability and tendency to contradictory results. 


29 East Madison Street 


Syphilis of the Turbinate. J. W. Jervey, Jour. A. M. A., April 22, 
IQII. 

Jervey disputes the correctness of a statement in a recent text- 
book that it is difficult to mistake secondary syphilis of the nose 
for any other disease when a careful history is taken and a thor- 
ough examination is made. The anamnesis of the syphilitic, he 
says, is notoriously one of guile and the thorough clinical exam- 
ination is often the ideal rather than the reality for reasons with 
which the practical man is conversant. As a matter of fact, syph- 
ilitic lesions of the nasal mucosa are comparatively rare and we 
may safely say there is no really clinical appearance of intranasal 
secondary syphilis. It is his belief that, excepting the primary 
chancre, the only cases of nasal syphilis which are usually promptly 
recognized on clinical examination are those that are first seen in 
the tertiary stages, when gummatous and necrotic processes are ex- 
tensively in evidence. Hypertrophy of the turbinates in secondary 
syphilis shows only the symptomatology of hypertrophy due to 
other causes, and ulceration may occur as the result of pressure or 


nutritional errors in other diseases. The old-fashioned therapeutic 
test is, he believes, still the best—E-v. 
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(Continued from nage 208, March, 1911. 


Demonstration of New Direct Laryngoscopy. by Sipney YAN 
KAUER, M. D. 

Dr. Yankauer said that the ordinary laryngoscope, whether the 
Jackson or the Killian instrument, consists of a straight tube 
through which a view of the larynx i§ obtained. The change he 
has introduced consists of making this tube a wedge-shaped one 
The Jight is thrown in from above, as in the Killian instrument, 
and it may be made to be attached to a Bruening’s handle. 

This change gives three advantages: The angle has been so a 
justed that one can see with both eyes, and get a spectroscopic 
insteal of a flat picture, as is the case when looking with one eve 
Secondly, one observer can look down one side of the instrument 
and another down the other side, so that two observers can see the 
larynx at the same time. This will be a great gain in teaching 
Third'y, when an instrument is introduced through a straight tube 
the instrument obstructs the view, and it is difficult to determine 
when the instrument touches the desired point in the larynx. With 
this device, the instrument can be introduced on one side, while the 
observer's eye looks along the other. The difference is the same 
as if cne held a pen straight; you could not see where the point 
touches the paper; but by holding it obliquely you can watch what 
is being written. With this tube vou can see exactly where the 
‘nstrument goes and can place it exactly upon the point desired. 

Practical experience with this instrument for two months has 
convinced him of its decided advantages. The wide part above does 
not interfere materially with the introduction of the instrument 
When it is in place, the surface of the instrument corresponds with 
the plane of the upper teeth. With the upper teeth missing, there 
would be an advantage in using the round Killian tube. When the 
teeth are all present, the round tube gives no advantages, The 
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instrument is less comfortable with some persons than the round 
tube, but this does not interfere materially with its use. 


Dr. MAYER said that he has seen cases where this instrument has 
been used, and the patients bear the instrument very well. It is a 
great relief to him to be able to use both eyes, as he has reached 
the time of life when he needs them both, and it is a great relief 
to him to be able-to do so in direct work. The apparatus is very 
valuable, and will prove a great addition to our instruments for 
this work. 


Dr. HARMON Smiru said that, apparently the principle involved 
in the instrument would be of practical benefit ; that, ordinarily, the 
greatest difficulty met with in the removal of laryngeal growths was 
one of perspective and that this same difficulty obtained irrespective 
of the light employed. The beginner usually failed to appreciate 
distance through a tube, and would endeavor to grasp the object 
before reaching it, and if the object could be approached at an angle, 
this difficulty of vision would be largely removed 

Dr. YANKAUER said that he has only had one opportunity to re- 
move a papilloma of the larynx with this instrument, but has made 
many applications with it, and has used it for cocainizing the larynx 
previous to introducing the laryngoscope, when it proved very 
helpful. 


Exhibition of Headlight Bath. By Dr. Sturcis. 

Dr. Sturgis said that the instrument which Dr. Delavan had 
wished him to present was so cumbersome that he could not bring 
it with him. The apparatus which he showed may not be entirely 
new to all of the members, but it was one which he saw used in 
Killian’s clinic this summer, known as the head-light bath. It con- 
sists of a square box, five or six inches in each direction, with the 
bottom of the box exposed. There is a place cut out in front which 
fits over the patient’s neck. The box is lighted by four sixteen- 
candle-power incandescent lamps, and a switch on top regulated 
the lamps so that two or four can be turned on at the discretion of 
the operator. 

Dr. Sturgis said that he was much struck with the conservative 
methods in vogue in Killian’s clinic in treating diseases of the acces- 
sory sinuses. Dr. Killian and his assistants explained the use of 
this apparatus in the treatment of these cases. The patients ex- 
pressed a great sense of relief upon using this box, especially those 
troubled with acute sinusitis with much tension and pain. It was 


not used much on the acute cases, but only on the subacute and 
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chronic cases. They could not give definite reports as to the 
curative effects, but the patients expressed relief. It seems to be in 
line with other methods of hyperemic treatment for various condi 
tions, possibly like the leucodescent light. Mey rowitz has boxes of 
the same type. Dr. Sturgis said that since his return he has used 
this light on a few patients suffering with acute frontal sinusitis, in 
which the relief was so great that they begged for it again. In on 
case a nurse had suffered from an acute sinus for a week or ten 
days, and after four or five treatments the intense pain was much 
relieved. 
DISCUSSION, 

Dr. FREUDENTHAL said that he had seen this apparatus a year 
ago, in Freiburg, and had told Killian that theoretically and prac 
tically it was wrong, and that no one should use it. He had worked 
ten years ago with the incandescent light, and that is now given 
up by all. We want the actinic rays. If we need heat only, poul 
tices are cheaper. We now use the arc light, which gives much 
better results. An ordinary search-light, such as used on the steam 


ers, gives the best results 


Regular Meeting, November 23, I9!10. 


A Case of Complete Recurrent Paralysis of the Left Vocal Cord. 
By D. Corrin, M. D. 

Dr. Coffin said that these cases were not so common, but that 
another one was always of interest. He presented the case on ac- 
count of the very typical picture. He called attention to the cada- 
veric position of the cord, the arytenoid drawn, or fallen in, etc. 
The patient is 52 years of age. Fifteen years ago he had rheuma- 
tism for five weeks, and thirteen years ago he had a chancre. He 
is the father of thirteen children, the youngest of whom is five 
years of age and healthy. The man has an aneurysm of the left arch 
and presents the typical signs and symptoms. Since he came under 
observation, he has been having injections of salicylate of mercury, 
and in general is much improved. This X-ray picture was taken 
this afternoon, was hurriedly developed and thus there are some 
flaws in it, but it shows the condition very nicely; the heart, and 
aneurysm being very apparent. 
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DISCUSSION. 

Dr. LEDERMAN recalled a case shown before the section several 
years ago, where the patient had an exceedingly large aneurysm 
which had caused absorption of the sternum and could readily be 
detected on palpating the chest. The laryngeal picture showed a 
typical recurrent paralysis. The man died suddenly, if he remem 
bered correctly, by being jostled in a crowd of people. He had 
previously exhibited himself at various clinics, and had been warned 
as to the danger of its rupture. 


Transplantation of Bone from the Rib for the Correction of De- 
pressed Deformity of the Nose. By W. W. Carrer, M. D. 
Dr. Carter said that the cases were fully described in his short 
clinical paper; so he would simply call attention to them. The 
first was a child 6 years of age on whom he had operated June 25, 
1gio for a very pronounced depressed deformity, as shown by the 
cast. The condition was due to an injury received when she was 
two years of age. The result was excellent. The parents of this 
child had moved to Brooklyn, and he was unable to present the case. 
The second patient was a woman, 25 years of age, who had a 
traumatic deformity, dating from an injury received when she was 
7 years old. She was operated upon June 20, 1910, by the method 
described in the paper. He presented photographs, casts and radio- 
grains showing the condition before and after the-operation. The 
result was very satisfactory. The third case was a man 47 years 
of age who had been knocked down by a train in December, 
1908, and his nose was almost completely destroyed. He was 
operated upon on October 20, 1910. It was a very difficult case, 
owing to the large amount of scar tissue. Only six weeks have 
elapsed since the operation, and he presented it at this time only 
because the man is going to San Francisco, and he might not have 
an opportunity to show what an excellent result had been obtained. 
He showed photographs and casts before and after operation. Also 
an excellent radiogram of the case after operation, showing the 
transplanted bone in position. The radiograms were taken by Dr. 
F. M. Law of the Manhattan Eye, Ear and Throat Hospital, in the 
X-ray laboratory of that institution. In these cases there was a 
deficiency of bony tissue in the nose; hence they were unsuitable for 
the bridge-splint operation. In each of these cases the transplanted 
bone was taken from the ninth rib on the right side, and was in- 
troduced without the periosteum. In none of the cases did the 
patient suffer serious discomfort after the operation. The results 
in all were highly satisfactory. 
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Patient with Syphilitic Condition of the Nose and Pulmonary 
Tuberculosis, Treated with 606. By Dr. Harris. 

Dr. Harris said that this was the patient he had presented before 
the section a month previously, and the case had created consider- 
able discussion in regard to the advisability of treating it with 606, 
and he had promised to bring him again in case he concluded to make 
the injection. The gentlemen who had seen the man then, could judge 
for themselves of the change that had taken place. It was a case 
of mixed infection. The man was suffering from tertiary syphilis 
causing extensive necrosis in the nose and from pulmonary tuber 
culosis. The question that had been discussed was the advisabil- 
ity of employing 606 in a case where tuberculosis was present. 
Some of the men advised it, while others advised against it. The 
case was referred to Dr. Flexner for an opinion, and also to Dr. 
: Fordyce. Dr. Fordyce had stated that the foreign view was that 
the tuberculous condition was no contra-indication to the use of 606. 
It was finally decided to take the patient into the hospital, and the 
Ehrlich serum was prepared in the laboratory of the Rockefeller In- 
stitute and the usual dose administered, two weeks ago. He was 
out of the hospital after one week. The immediate effect was very 
slight. There was some pain, but nothing compared with what is 
often obtained from the injection. He ran a temperature of 100° 
tc ro1°, which subsided at the end of tiie week. He was consider- 
ably prostrated, however, and it was ten days before he got his 
strength back. Those who had seen the case when presented 
previously would be the ones chiefly interested, for they could 
judge of the improvement. At the Manhattan Eye, Ear and Throat 
Hospital it was felt that the improvement in appearance was very 
marked—there was improvement in the general condition, and im- 
provement in the breathing space. No operative treatment has 
vet been considered, nor will be for some time. It was expected 
that the improvement would be progressive. 

In response to a query as to whether the administration of iodides 
had been continued, Dr. Harris replied that the iodides had been 
entirely discontinued. 


DISCUSSION. 


Dr. CHAPPEL said that he had seen the patient when Dr. Harris 
first presented him and also on the day of the injection. On the 
right side of the face there was a great lessening of the swelling, 
but on the left side he could not see any difference. The general 
condition, also, was certainly much improved. 
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Case for Diagnosis. By Dr. T. J. Harris. 

Dr. Harris said that he had brought the patient, in order to ob- 
tain a diagnosis, if possible, and also suggestions in regard to treat 
ment. He would be especially pleased to have Dr. Erdman examine 
her. The history, briefly, was that of a healthy woman who was 
seized eight months ago with pain in the left cheek. She had the 
usual treatment that such pain calls for, without benefit. She was 
then referred to several doctors in New Jersey, and the diagnosis 
of antrum disease was made. ‘The antrum was opened and washed 
out. She claims that no pus came out. Later the pain spread 
into the lower jaw, and for a number of months now there has been 
constant pain in the maxilla. There is a distinct nodulation along 
the ramus of the lower jaw. Later on, what was supposed to have 
been an excision of the infra-orbital nerve was made, without any 
relief to the pain. Transillumination is negative, and the X-ray 
picture reveals nothing helpful in the diagnosis. The patient gives 
no specific history. She has had the first relief from the pain from 
the administration of the high frequency current. The case is one 
of steady,—never more than a_ growling,—constantly persisting 
pain. Dr. Harris said that it was to him a very peculiar case and 
he could make nothing out of it. 

Dr. Horn said he had presented a case of tumor of the base of 
the tongue, and examination showed it to contain thyroid tissue. In 
the same case he removed a small tumor simultaneously in the 
median line a half inch in diameter. The tumor at the base of the 
tongue was an inch and a half in diameter, very firm and very cystic. 
Quite a little fluid was withdrawn with a syringe, but that had no 
character under the microscope. The tumor was split; and a sec- 
tion made from the fleshy part, which proved to be thyroid in char- 
acter. The tumor was reduced to the extent of two-thirds, and 
presented no difficulties except for its size and the obstruction to 
swallowing. It also interfered somewhat with the voice. Since it 
was reduced it has given the patient no trouble and has shown no 
indication of further enlargement. He hoped to present the case 
again later. 


Surgical Consideration of Tumors of the Larynx. By J. F. Erp- 
MANN, M. D. 


Published in full in the January, 1911, issue of THE LARYNGOSCOPE, /. I. 
DISCUSSION. 
Dr. Chevalier Jackson, (who opened the discussion by invi- 
tation), said that the paper was an exceedingly interesting one 
Benign growths had been but briefly touched upon by the essayist, 
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but these he felt were the legitimate field of direct laryngoscopic 
methods. Papillomata were of two distinct types, the one curable 
by extirpation, and occurring chiefly in adults, the other, often in- 
curable by extirpation alone, most often seen in children. For the 
adult class of cases, extirpation by the direct method was very sat- 
isfactory. In the multiple papillomata of children the best results 
he had had were from extirpation followed by the application of al- 
cohol, both being done by the direct method. Tracheotomy he re- 
garded as a disadvantage because the child would then not open its 
larynx with each inspiration. When this failed, he advised laryn- 
gostomy by much’ the same procedure as used for cicatricial laryn- 
geal stenosis. 

In laryngectomy for malignant disease, Dr. Jackson felt that ir 
was, in some cases, advisable to reverse the procedure advised by 
the essayist and dissect out the larynx from above downward, as 
there was apt to be shock from tugging on the esophagus. He re- 
garded esophageal sloughing and esophageal shock as a frequent 
factor in the former high mortality from total laryngectomy. He 
frequently saw cases of acute esophagitis from ill-advised efforts to 
remove foreign bodies and these cases presented the same symptoms 
as the cases of death after laryngectomy. He did not favor hemi- 
laryngectomy as he thought the risks of aspiration-pneumonia were 
greater than in the total operation, when the trachea was brought 
forward and stitched to the skin, as advised by Cohen. Hemi-crico- 
arytenoidectomy was in some instances the operation of choice 
The results from thyrotomy were the most encouraging of the entire 
range of surgery for malignant disease provided it was limited to 
intrinsic growth of very small extent. The great fault has always 
been the operating upon hopelessly inoperable cases. For this 
reason statistics were valueless. 

Dr. DELAVAN said that the technic of the operative work for the 
removal of malignant disease of the larynx was perfected twenty 
years ago,—for thyrotomy or partial resection of the larynx by 
Mr. Butlin of London, and for the complete extirpation of the 
larynx by Gluck. The first operation in the country by the Gluck 
method was done by Dr. Solis Cohen of Philadelphia, upon a man 
named Hickey. The patient lived six or seven years after the 
operation. He was exhibited in various parts of this country and 
in England. Since the time that Mr. Butlin published the descrip- 
tion of his perfected operation and Gluck demonstrated the value 
of his method of causing the severed end of the trachea to emerge 
from the wound in the neck, no medical advance has been accom- 
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plished in this department, although improvements have been made 
in certain points of detail; therefore we must, in the twenty years 
that have elapsed, look not so much for improvement in the tech- 
nic, as for the actual results of the methods already established. 

Several references had been made in the discussion to the matter 
of statistics. After all—even granting the unreliability of fig- 
ures,—in all the mass of work that has been done during the past 
twenty years, something certainly should have been learned. What 
have we learned as to the safety and the desirability of radical 
operations upon the larynx? Actually, very little. A report was 
offered at the last meeting of the International Medical Congress 
by Professor Cisneros of Madrid, who faithfully reported the re- 
sult of his work. He had performed altogether nearly one hun- 
dred operations. His analysis of these gives as satisfactory ex- 
position of the work of a good operator as is attainable. 

He verformed altogether ninety-three operation.—Thyrotomies, 
thirteen. Of these, six cases recurred within one year; six results 
unknown; one cured after five years. Pharyngotomies,—fourteen. 
Seven deaths from operation; two recurrences within six months; 
four results unknown; one case living three months after opera- 
tion. Hemi-laryngectomies and partial resections, forty-two. Ten 
died; six recurred in one year; seventeen results unknown; one 
patient cured after one year; one patient cured after four years; 
two patients cured after six years; one patient cured after seven 
years; one patient cured after nine years; two patients cured after 
eleveti years; one died after five years without recurrence. Total 
laryngectomies, twenty-three. Eight deaths; six recurrences in 
one year; six results unknown; one cured after one and a half 
vears; one cured after two years; one living three months after 
operation. Of these ninety-three operations, there were: twenty- 
five deaths, 1. e., twenty-nine and one-half per cent; fourteen re- 
currences, i. e., sixteen and one-half per cent; eleven cures, (nearly) 
twelve and nine-tenths per cent; thirty-three cases, results un- 
known, 1. e., forty per cent. 

Analyzing them a little differently—the unsucessful cases— 
counting those as unsuccessful in which the results were not known, 
seventy-two cases, or eighty-four per cent, against eleven cures, or 
twelve and nine-tenths per cent. It may not be fair to count the 
thirty-three unknown cases as failures ; some may have survived, but 
it is unlikely that a patient who had lived for several years would 
not have made the fact known to the operator. 

Again, twelve lived for more than one year; the sum total of 
their lives amounted to sixty-eight years. 


Forty-six cases died or 
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suffered speedy recurrence. Supposing the average duration of the 
life of a case of laryngeal cancer, without operation, to be two vears, 
the aggregate amount of life of forty-six patients would be equal 
to ninety-two years. Subtracting the sixty-eight years gained by 
operation from the ninety-two years lost by it, we find an actual sun 
total of loss of twenty-four years. 


1 


These statistics given by Cisneros are the most complete that have 


been given of late years. Great credit is due him, for no one else 
outside of England seems to have been so frank. Gluck, at the late 
meeting of the International Congress showed some very interest 


ing cases and told of his operations, but no one has ever been able 


to discover how many of his patients recovered, and how many died. 
Until he and others are willing to publish the complete statistics of 
their work, we cannot tell what chance of life there is for one who 
subjects himself to a major operation for cancer of the larynx. For 
many years, I have been trying to get at the root of the matter, but the 
further one goes, the more difficult it seems and the more discour 
aging. When, several years ago, Dr. Jackson told me that he had 


established a hospital for major laryngeal operations upon a thor- 


oughly scientific basis, | had a great hope that the cause of laryn- 
geal surgery would be materially advanced. I am extremely dis 


appointed to hear that his good work in this direction has been giv- 


en up. Yet one cannot be surprised. Many of our best surgeons 
do not enter upon this field. The same is true abroad. Mr. But- 
lin and Sir Felix Semon have educated the British profession to rec- 
ognize the necessity of early and prompt action, and by adopting a 
particularly safe technic have succeeded in prolonging many lives. 
The work done in London during the last twenty years is far above 


that done in other parts of the world 


One word in regard to the prognosis. We can never make a 
prognosis without a diagnosis, it cannot too soon be realized that 
there is a great difference in the character and quality of these 
epithelial growths of the larynx; some are slow growing and are, 
to the least extent possible, malignant ; others are of rapidly develop 
ing types. We cannot do better than read the admirable thesis de 
livered to this section May, 1909, by Dr. Jonathan Wright. Wri 
quotes Darcy Powell to the effect that structure is neither a final 
nor a satisfactory explanation of malignancy. In other words, you 
may see under the microscope what appears to be conclusive evidence 
of epitheliomatous tissue, but which really, as the growth goes on, 
fails to develop the characteristics of malignant disease. Again, 


Dr. Wright has called attention to the fact that tumors in other 
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parts of the body, undoubtedly malignant, sometimes disappear of 
their own accord. This suggests very serious and interesting prov- 
lems in connection with this study. Even with the testimony of the 
microscope the character of a small growth in the larynx cannot al- 
ways be definitely determined. 

Again, where an early operation is performed the growth may 
possibly not have been malignant. In that case, should the patient 
live, the record will be misleading. The differentiation of these 
cases is often very difficult. 

With all that Tengrie has attempted for the cure of laryngeal 
cancer the results thus far have been very disappointing, excepting 
in the early cases treated according to the teachings of Mr. Butlin. 

Dr. QUINLAN said that the meeting was a most valuable one for 
all who had had chance to observe these conditions and who are from 
time to time inclined to take a pessimistic view of them. No doubt 
many of the patients have been mutilated by operations and these 
growths encouraged in their development. It is said that some of 
these regenerate but at the time many others degenerate. The prac- 
tice of removing parts of the growth for investigation seems to en- 
courage them to increased activity, and is the cause of a fulmination 
sooner or later in a patient who might have a condition of true _re- 
sistance. 

Dr. Delavan had expressed most emphatically the importance of 
hesitation. It is time for us to weigh both sides of these argu- 
ments. Most of the cases we have seen have a dismal outlook, and 
the note of warning sounded at this meeting is most timely, and 
should be a matter of thought for to-morrow. I firmly believe 
that Semon’s therapy will alone solve the problem, and hope the day 
is not far off when we shall have means of combatting the dreadful 
conaitions. 

Dr. MyLes said that the members of the section felt indebted to 
Drs. Jackson and Delavan. He agreed with Dr. Delavan in feeling 
seriously despondent in regard to this work, and like him had hoped 
for something encouraging. Thirteen years ago, in 1887, he pre- 
sented a case of laryngectomy operated upon by himself and Dr. 
Bodine, which had required all the nurses in the hospital to look 
after it. In subsequent cases it required four nurses six hours to 
take care of them and keep the patients alive. Proper nursing is 
an essential factor in a complete laryngectomy, and the nurses must 
be trained in every detail. 

Dr. Myles said that he is a strong believer in surgery, provided 


the indications are correct, and the operation is early. In the very 
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early stages of these new growth, probably all of them are curable. 
He has had some experience in the last few years with apparently 
hopeless carcinoma of the tongue. One patient, a man of over 60 
years of age, was operated upon and has been well for three years. 
This is an encouragement to early and quick action. In regard to 
cancer of the larynx he does not feel so hopeful, but he has one 
case of cancer of the larynx removed nine years ago, which has only 
recently returned, and now wears a tracheotomy tube. At the time 
of the removal of the growth, it was very large, and it is now a 
question of the prolongation of life. The hastening of death from 
extensive operations shortens the average of life. On the other 
hand, it is a mercy to a patient dying of cancer to shorten his life. 

Only the previous day he had helped Dr. Bodine completely re- 
move a tongue. Preliminary to that, he had removed all of the 
glands affected by the cancer. He believes that if the cancer is 
thoroughly removed, together with all of the lymphatics, it is the 
most hopeful treatment—early operation with complete removal of 
q the glands. The whole difficulty lies with the laryngologist who 
hesitates to believe it is a cancer until too late. The suspicious 
symptoms should be dwelt upon, and early action taken where it 
seems justfiable. The committee appointed by the section should be 
called upon frequently, and early diagnosis established. That is the 
most important point ; and if cancer is determined we are justified in 
advocating early removal after the manner of Sir Felix Semon and 


Mr. Butlin. 


Dr. GLEITSMANN said in substance, as follows: The speaker of 


the evening having briefly alluded to the voice after laryngectomy, 
he wished to make some remarks on this subject, as he had paid a 
great deal of attention to it, and had reviewed it in the “Fest 
schrift” of the German Hospital in 19009. 

Before doing this, he would like to refer to a few points which 
had come up in the discussion. He agreed fully with Dr. Jackson’s 
contention in regard to the injurious effects of exerting undue ten 
sion on the esophagus when severing it from the larynx and trachea. 
Pulling on the esophagus can be avoided by following the present 
operative procedure of Gluck, who separates the parts to be re- 
moved completely from the adjacent tissues, vessels, etc., and then 
opens the pharynx and excises the pharynx from above downward 
His first method of severing the trachea and following the excision 
upward he reserves now for special cases, for instance, severe dysp- 
nea. 

The question as to which cases are operable and which inopera 
ble must be left, to a large extent, to the individual operator. Dr. 
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Jackson, in one of his publications, very wisely drew a positive line 
as to when he considered a case inoperable, and his good judgment 
in this respect is proved by the favorable results of the operations 
he could report. It is deeply to be regretted, in the interests of 
patients as well as of the profession, that he has withdrawn from 
this field, in which he was so successful. 

\s to the value of statistics, the Doctor is in full accord with the 
previous speakers. They are deceptive in more than one way. 
Probably a larger number of unsuccessful operations than we as- 
sume is not reported; occasional operations by individual operators 
have no intrinsic value for statistical purposes ; some surgeons only 
perform laryngectomies in intrinsic laryngeal cancer, others also 
when the glands of the pharynx are involved. Lastly, the condition 
of the patient, his powers of resistance, are important factors in 
the result. 

Dr. Delavan had given the statistics reported by Cisneros. Chiari, 
in Vienna, not long ago published a series of eighty-two cases, oper- 
ated upon by himself for laryngeal conditions, the majority being 
cases of thyrotomy, but the exact figures of laryngectomies and 
the ultimate results could not at the moment be recalled by the 
speaker. By far the greatest number of the different operations for 
laryngeal cancer and cancer of the adjacent parts in general were 
made by Gluck in Berlin. He has never published an exact sta- 
tistical account of his operations and results, and at the International 
Congress in Budapest his attention was drawn to the importance 
of furnishing such figures, (which embrace in all about three hun- 
dred operations) to the profession. The only data available he gave 
at the International Laryngological Congress in Vienna in 1908, by 
stating that for several years he had not lost one case of an un- 
complicated laryngectomy, and that he had a very small mortality in 
cases in which he was obliged to remove part of the large vessels, 
part of the esophagus, and in some cases also the tongue. 

Some authors use the expression pseudo-voice and pharynx-voice 
promiscuously, but strictly speaking a decided distinction has to be 
made between the two. The pseudo-voice is only a whisper pro- 
duced by the air in the buccal cavity, and the formation of vowels 
depends greatly upon the accompanying resonance. Many patients. 
after laryngectomy, acquire no better voice. The true pharynx- 
voice, or voice not produced in the larynx, has been observed in 
cases of complete obstruction of the larynx, allowing the passage 


of air, and in laryngectomy cases. The first case of voice with an 


impermeable iarynx was reported even before the invention of the 
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laryngoscope, and, amongst others, one also by an American laryn- 
gologist, the late Dr. Leiter. 

The first case of good audible voice after laryngectomy occurred 
in Dr. Lebund’s practice. He demonstrated the patient before the 
Berlin Medical Society in 1893. The second case is the well-known 
patient of Dr. Solis-Cohen, a Mr. Hickey, who appeared before 
many medical Societies in this country, and also in London, and 
made good use of his opportunity. Gottstein in Breslau profited 
by his observations in his first case, and taught his second patient 
the necessary steps with such success that he could speak with a 
hoarse but audible voice six weeks after the laryngectomy. Entzen- 
mann in Berlin has for some time been teaching Dr. Gluck’s patients 
the procedure by which they can acquire a voice. Aside from a certain 
degree of intelligence, several favorable conditions must be present 
to accomplish this. The first requisite for tone-production is the 
creation of an artificial air-receptacle, which the patients produce 
by repeated swallowing. Gottstein’s patient was able to do so thirty 
times in succession. This air chamber is located in the hypo- 
pharynx below a space which in favorable cases can be narrowed 
by will-power, and with the presence of folds of the mucous mem- 
branes, is capable of producing vibrations and tone-production by 
voluntary emission of air from below. 


Dr. Hurp said he would like to say a word in regard to the de- 
gree of malignancy. Many of these growths are very malignant. 
and in these no operation should be done. There does not seem to 
be any positive way of determining that microscopically. He had 
a case of carcinoma in the larynx and performed a laryngectomy, 
but at the same time he had another patient, a woman with a car- 
cinoma around the sphenoid, and the slides became mixed and the 
growths could not be differentiated. The man had the carcinoma 
seven years, but the woman died within a few months. Another 
case that he had a little over a year ago showed the benefit of early 
diagnosis. A Western man, who had been to several men out 
there and had been treated for laryngitis, came to this city. A 
physician who had done some little laryngeal work called Dr. Hurd 
in consultation, who thought it was malignant. It was a tiny spot, 
about the size of a millet seed, located on one of the cords. Dr 
Hurd told the man what he thought, and obtaining his consent, 
practically the whole growth was removed intra-laryngeally tor 
examination. Dr. Wright said that it was pure fibroma, but stil] 
he felt sure the ¢rowth was malignant. Later Dr. Wright saw the 
man and advised operation, and the next day a thyrotomy was 
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done, with the removal of all the cord on one side. The second ex- 
amination showed the growth to be a fusiform-celled epithelioma. 
Cases of extensive malignant growth are frequently seen in clinics. 
They should not be touched. They are hopeless. 


Dr. Harmon Smiru, referring to multiple papillomata of the 
larynx in children, said that he had had three cases in the past 
three years. Two of them were of necessity tracheotomized on en- 





trance to the hospital—the other had never been tracheotomized. 
In each case the growths had been removed many times—in the 
first two by direct laryngoscopy—in the last by indirect,—and the 
more they were removed, the more they returned, and appeared in 
new places under the laryngeal mucosa. The application of alco- 
hol, castor-oi! and many other substances had in no way affected 
their disappearance. 

Fulgeration was applied in one case, immediately after which the 
warts disappeared; but as the tracheotomy tube had been in for 
twelve months, no definite conclusion could be drawn from its 
application. However, fulgeration in skin warts is always effec- 
tive, and it seems reasonable to conclude that it would be in warts 
upon the mucosa. 


Thyrotomy in children for the cure of papillomata seems an un- 
justfied surgical procedure, when one considers the possible de- 
struction of voice and also the probability of the return of the 
growths. It is also unnecessary since the advent of direct laryn- 
goscopy, by which means the growths can be as thoroughly re- 
moved as by thyrotomy. 


Dr. Smith said he wished to emphasize the statements previously 
made in regard to degrees of malignancy, as illustrated by a case of 
carcinoma of the larynx reported two years ago by him in which 
the diagnosis of cancer had been made by Dr. Gleitsmann twelve 
years previously. The man had been advised at that time to have 
the growth removed, and would not consent. He was under 
observation two years before having his larynx removed by Dr. 
George Brewer, thus making a period of fourteen years between 
the first diagnosis and the removal of the larynx. During this time 
numbers of specimens had been removed, all of which showed a low 
order of malignancy. Dr. Smith believed that one important feature 
of laryngectomy was the maintenance of the patient’s strength. 
which had been materially aided by a tube passed through the nose 
and into the stomach, so that feeding was done directly into the 
stomach shortly after the operation. 
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In reply to Dr. Gleitsmann as to whether this laryngectomy case 
was now under observation, Dr. Smith said that every effort to 
locate the patient had proven ineffectual. 

In reply to Dr. Simpson, Dr. JAckson stated that he applied the 
alcohol at first fifty per cent, gradually increased strength until ab 
solute alcohol was used. No anesthetic either general or local was 
needed. In reply to Dr. Hurd, Dr. Jackson stated that his sta- 
tistics were given to the Academy of Medicine a year and a half 
ago and were published in full in Tue LaryNcoscope for August 
1909. None of the thyrotomized patients had died of recurrence. 
A therapeutic cure will some day be discovered and then our pres- 
ent day surgery will seem barbarous, but until then nothing can ex- 
cel the results of thyrotomy in suitable cases. Dr. Jackson said 
his remarks about esophageal shock did not refer to the skillful, 
clean dissection as used by Dr. Erdmann, but only to excessive tug- 
ging on the esophagus, which was more easily avoided in the dis- 
section from above downward. 


Dr. DELAVAN, referring to the question of shock caused by harsh 
treatment of the esophagus, said that possibly some of these cases 
were caused by injury of the great nerves in the neighborhood of 
the larynx, to which the pneumo-gastric nerve lies very near. Some 
years ago, he had pointed out the fact that in cases of sudden death 
in laryngectomy, the collapse might be, and probably in some cases 
was, due to this. Later on, Dr. Crile of Cleveland, Ohio, established 
the fact that undue irritation of the phrenic might prove disastrous. 

With regard to the use of alcohol in the local treatment of papil- 
loma, he had some years ago published the report of a case in which 
the patient had been cured of a small papilloma of the larynx by 
the use of applications of absolute alcohol. Since then, he has 
seen a number of such cases. Dr. Dundas Grant of London, has 
modified this treatment by dissolving with alcohol a little salicylic 
acid—taking the suggestion from the dermatologist. Absolute 
alcohol is not the only thing that will absorb a small papilloma. 
Dr. Samuel Johnston had reported excellent results for the appli- 
cation of a ten grain to the ounce of chloride of zinc. It cannot be 
emphasized too strongly that a papillomatous growth, to be suc- 
cessfully treated by such means, must not be one of those that show 
a great tendency to recurrence, but must be a small, simple, well- 
defined growth. It may be difficult to apply this treatment to a child 
but the adult patient can be taught to spray the throat himself. 

Replying to a query in regard to the use of Dr. Wood’s phona- 
tory apparatus for patients who have submitted to laryngectomy, 
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Dr. Delavan said that he had already described it in “Tue LARryN- 
coscorr”’ for April, 1910. The advantage of the apparatus was that 
tone or note of any desired pitch could be selected. The quality of 
the tone was infinitely superior to that of any artificial larynx here- 
tofore suggested. There was nothing about the tube to irritate the 
throat, a point of great superiority over the usual forms of arti- 
ficial larynx. 


New Forceps and Knife for Use in Direct Laryngoscopy. 
Joun McCoy, M. D. 

Dr. McCoy said he had been impressed with the fact that in re- 
moving benign laryngeal growths by direct laryngoscopy, by means 
of the existing biting and grasping forceps, a portion of the cord, 
as well as the growth, might be removed, and that the technic of that 
procedure might be so modified as to obtain a more accurate re- 
sult. In one instance in which he had operated, he had removed a 
portion of the cord as well as the growth, and the patient’s voice 
was as bad after the removal of the growth as before. It had 
occurred to him that by the use of a grasping forceps and knife as 
much of the growth might be accurately removed as was required. 
With the forceps and knife which he showed, one can grasp the 
growth and remove it accurately. He has been able to get very 
satisfactory results, and thought that the members of the section 
would be interested in seeing the instruments. 

Dr. SMITH presented a substance for the control of venous hem- 
orrhage and capillary oozing, called Thrombo-Kinase. This sub- 
stance is made from the lung of a sheep and is now being pre- 
pared by Dr. Strong at the laboratory of the Manhattan Eye, Ear 
and Throat Hospital, where it may be obtained for experimental 
purposes free of charge, if a report upon its use will be given. The 
substance is a pre-ferment and acts upon the coagulability of the 
blood and not upon the muscular coat of the artery, as does adrena- 
lin. 

Dr. Smith had used it successfully in one case, and others at the 
hospital had used it in a number of cases with marked success. 


It is peculiarly useful to the throat and nose surgeon owing to 
the number of cases where oozing follows his operations. 





